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put a new ending 


Old King Hal has many modern coun- 
terparts: executives who entertain... 
husbands who like “good eating,” wives 
who serve “something different” .. . 
children who like “gooey” sweets. But 
for each the aftermath is often un- 
comfortable. 


With Gelusil tablets or liquid, however, 
you quickly, soothingly relieve acute 
and chronic excessive gastric acidity! 
And Gelusil helps you manage the 
gnawing pain of peptic ulcer, too. 


Gelusil stabilizes burning gastric acid 


on this old tale 


within normal pH range, usually in 
minutes. 


¢ Gelusil works fast 
¢ Gelusil is long-lasting 
¢ Gelusil won’t constipate 


Your patients get nightlong, sleep- 
assured protection with new formula 
Gelusil-Lac. By combining Gelusil’s 
proven antacid action with the buffer- 
ing effect of high-protein, low-fat milk 
solids, Gelusil-Lac prevents “middle- 
of-the-night” gastric pain! 


there’s no laxative in Gelusil . . . Gelusil needs no laxative 


Gelusil‘/ Gelusil-Lac 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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strogen-androgen therapy effectively 
prevents postpartum breast engorgement 


Satisfactory results were obtained in over 96 per cent of cases in a 
series of 267 patients who received estrogen and androgen as com- 
bined in “Premarin” with Methyltestosterone. Therapy was started 
as soon as possible after delivery. No untoward side effects were 
noted. In addition, the absence of mental depression in the puer- 
perium was considered of notable importance.* 


*Fiskio, P. W.: GP 11:70 (May) 19655. 


“PREMARIN: with METHYLTESTOSTERONE 
for combined estrogen-androgen therapy 


(ee Ayerst Laboratories * New York, N. Y. * 


i 
‘ 
Montreal, Canad. 
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Departments 


Viewbox Diagnosis 
What does the film tell you? 


Resident Relaxer 
A diversion with a purpose—see how you do. 


Letters to the Editor 
Questions and comment by resident readers. 


Editor’s Page 


Mediquiz 


Working alone or with your colleagues, 
you'll do well to get nine out of ten correct. 


Leads and Needs 


Practice openings; residency opportunities. 


Advertisers’ Index 


Companies whose products and services 
are advertised in this issue of your journal. 
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A COMPLETE SYSTEMIC HEMOSTAT 


Adrestat complements the surgeon’s skill by providing a new conc 
in the control of operative and postoperative bleeding. It promotes 1 
traction of severed capillary ends and controls capillary bleeding m 
oozing; prevents bleeding due to hypoprothrombinemia; and preven 
or corrects abnormal capillary permeability and fragility. Indicated j 
virtually every surcical procedure and in hypoprothrombinemia. 


AVAILABLE: 


ADRESTAT capsules and lozenges, each containing: 
(present as Carbazochrome Salicylate*, 65.0 mg) 


November 1957. Vol. 32. No. 42 


(Vitamin K Analogue) 


Capsules in boxes of 30; Lozenges in boxes of 20 ome 
tribute: 


ADRESTAT (F) —I-ce ampuls, each containing: lication 
5 mg Adrenochrome Semicarbazone (present as Carbazochrome Salicylate*, 130.0 mgm iterest 
Boxes of five 1-cc ampuls value t 


When 


the m 
wbmitt 


*Pat. Nos. 2,581,850; 2,506.29 
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Journal for the Hospital Staff Officer 


Editor-in-Chief Perrin H, Long, M.D. 

Chairman, Dept. of Medicine, 

College of Medicine at N.Y.C., 

State University of New York 

Director of University Division, 

Medical Service, Kings County Hospital, 
Brooklyn, N. Y. 


November 1957. 


Managing Editor 
Resident Staff Director 
Contributing Editor 
Resident Editor 
Production Director 


Art Staff 


Robert B. Palmer 


Salvatore R. Cutolo, M.D. 
Seymour H. Kaplan, M.D. 
Edward R. Bloomquist, M.D. 
Katherine M. Canavan 


Gill Fox 


_ Alex Kotzky 


Anicles are accepted for 
publication with the under- 
ttanding that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
wbmitted. Articles with pho- 
tographs, illustration or draw- 


2,506.25 ings are especially desired. 


RESIDENT PHYSICIAN, Contents copyrighted 1957 by 
The Resident, Inc. Randolph Morando, Business Manager and 
Secy; William Leslie, Ist. Vice President; Roger Mullaney, 
2nd Vice President: Walter J. Biggs, Sales and Advertising; 
1447 Northern Boulevard, Manhasset, New York. 

West Coast Representative: Mr. Ren Averill, Ren Averill 
Company, 232 North Lake Avenue, Pasadena, California. 
Subscription rate $5.00 per year. Notify publisher promptly 
of change of address. 
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for the depressed and regresse: 


selective increase in psychic enei 3 


ARSILID 


(iproniazid) 
\nest 
In both mild and severe depression, Marsilid can restore a sense of MM \ew 
healthy well-being, with renewed vigor, activity and interests. Patients yax 
with acute depression refractory to shock treatment have shown a of A: 
heartening response to Marsilid. Even “burned out” psychotics, un- § Dert 
touched by any other therapy, have become more alert, responsive — 
and sociable. and 
Medi 
As a psychic energizer, Marsilid is truly unique. It provides continuous med 
mood improvement with gradually reduced dosage. Patients do not wij 
develop resistance to its normalizing effect; there is no tachyphylaxis. § Medi 
Marsilid does not elevate blood pressure . . . does not decrease but Char 
usually stimulates appetite. Scho 
In mild depression, improvement with Marsilid is usually evident C. | 
within a week or two. In severe depressive states of hospitalized (°° 
psychotics, a month or more may be required for apparent response J Colo 
..- but Marsilid often leads to complete remission, obviating the need J John 
for shock therapy. staf 
Cha 
Note:Marsilid is contraindicated in patients who are agitated, overactive Hof A 
or overstimulated, or in those with a history of renal or hepatic disease. _ 
For complete references and information concerning dosage, indications and contraindications, Bell 
write V. D. Mattia, Jr., M. D., Director of Medical Information, Roche Laboratories, @ Ob 
Division of Hoffmann-La Roche Inc, Nutley 10, N. J. Der 
MARSILID® PHOSPHATE — brand of iproniazid phosphate Sia 
Supplied in scored tablets of 50 mg (yellow), 25 mg (orange), and 10 mg (pink) - 
of | 
é, Original Research in Medicine and Chemistry Me 
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Resident 
Physician 


Anesthesiology 

J. Adriani, M.D., Director, Dept. of 
Anesthesiology, Charity Hospital of 
New Orleans. 


Max S. Sadoveé, M.D., Director, Dept. 
of Anesthesiology, Univ. of Illinois. 


Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, NY.U. Postgraduate 
Medical School. 


Medicine 
William B. Bean, M.D., Professor of 
Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 


C. Wesley Eisele, M.D., Assoc. Pro- 
lessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 


Obstetrics-Gynecology 

Alan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 


Psych 
William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 
Radio 


Maxwell H. Poppel, M.D., Director oj 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 

= Superintendent, Bellevue Hospital 
nter. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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Long-term stadleg Th thigieountry have shown 
that the artimala “ia! ABAT HEN phosphate produced 
iniprovement in 7 2 294 weses Of rheumatoid As, 
Aralen was Often sudeesstul where other acents fa: edt, 
Remissions often persisted for many Sonali after therapy 
been 


‘and Felieved. “Mobilit fnercased. 
SwWellings or disappeared. Muscle stron 
improved, Rheumatic nodules often digappe. 

Even severe ady deformity improved. 
inflammatory subsided ana j. 
effusion 


Patients felt and better. Exercise tolerance 
Increased, and hand grip inyproved. 


| 
4 
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We 
JOINT EFFECTS: 
— 
GENERAL EFFECTS: 


Yiewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Polessor of Radiology, New York University College of Medicine 
and Director of Radiology, Bellevue Hospital Center 


What Is Your Diagnosis? 


1. Normal 3. Perinephritic abscess 
2. Hydronephrosis 4. Retroperitoneal tumor 


5. Tumor of kidney 


(Answer on page 194) 
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Pro-Banthine’ provides rapid 


control of pain in peptic ulcer 


In a two-year study! by Lichstein and co- 
workers, documented by intensive personal 
observation and by follow-up studies, Pro- 
Banthine (brand of propantheline bromide) 
often brought immediate relief of ulcer pain. 
Patients (11 per cent) who did not respond 
satisfactorily to Pro-Banthine therapy had 
“anxiety manifestations of psychoneurotic 
proportions.” 

In addition to frequent immediate sympto- 
matic relief, Pro-Banthine reduces gastroin- 
testinal motility and diminishes the secretion 
and acidity of gastric juice, all-important 
factors in the generation and aggravation of 
peptic ulcer. 

These actions of Pro-Banthine and its 
demonstrated effectiveness in accelerating ul- 


‘cer healing?-® mark the drug as a most valu- 


able adjunct in the treatment of peptic ulcer. 
The suggested initial dosage is one 15-mg. 
tablet with meals and two tablets at bedtime. 
An increased dosage may be necessary for 
severe manifestations and then two or more 
tablets four times a day may be prescribed. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: 
Am. J. M. Sc. 232:156 (Aug.) 1956. 

2. Sun, D. C. H., and Shay, H.: Arch. Int. Med. 97:442 
(April) 1956. 

3. Rafsky, H. A.; Fein, H. D.; Breslaw, L., and Rafsky, 
J. C.: Gastroenterology 27:21 (July) 1954. 

4. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: Gastroenterology 25:416 (Nov.) 1953. 

5. Silver, H. M.; Pucci, H., and Almy, T. P.: New Eng- 
land J. Med. 252:520 (March 31) 1955. 
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(Answer on page 194) 


ACROSS 


. Any intestinal disease 

| The antiemetic root of 

Cyperus articulatus 

1A pungent. oily ano- 

dyne liquid 

| Pertaining to the eye 

(suffix) 

Hyperopic astigmatism 
bbr. 


(a 

li A passageway in the 
body 

|i A mental image or pic- 
ture 

lt Metal (symb.) 

The least refrangible 
color of the spectrum 

2. Mercury (abbr.) 


2 First part of another 
Torticollis 


pl.) 
i Experimental Animal of 


iDeria 
A Nervous disease of 
A glucoside from 
parsley 
1. Stupor 
3. A disease induced by 


eating Astragalus Mol- 
lissimus 

}, Advanced in life 

i. Locomotor Ataxia 

% Capacity of Stomach 
to Grasp Food 

3. Element found in gado- 

(symbol) 


Cc. ffi 
That abbr.) 


Shavings (abbr.) 
Crude 

Mental images 
Relating (abbr.) 

The genital organs 
Spleen 

1.056 U. S. quarts 
Cereal 

Sweet Potato 

Soft Murmurs 

. Element found in cerium 
minerals (symbol) 

. Pedal Digit 

cc 


. Threadlike outgrowth 
from +he skin 

Strong Zephyr 
Millimeter (abbr.) 
Asplenium 

Muscle Attachment 

The blood (prefix) 

A mental condition 
arising as the result of 
the stimulation of the 
afferent nerve 


DOWN 
» —'s Sign — In marked 
pericardial effusion the 
left clavicle is so raised 
that the upper border 
of the first rib can be 
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| 
felt with the finger as 30. Iris florentina 
far as the sternum 32. Webs 
2. Common abbr. for well- 
known infectious disease 33. Clear fluid in osseous 
3. Silkworm labyrinth of the ear 
4. ——'s ~~ cael 35. Electrolyte 
ia paresthetica 
5. Sreck letter, the end 36. Lower utremity 
6. Sons of Am. Revolution 39. Pertaining to the small 
(abbr.) bone of the forearm 
7. He (It.) 42. Within (comb. form) 
8. Subhuman Primates 45. Appear to be 
9. ey 2 (prefix) 47. Causes to flow, as 
10. Early ar Sun-God blood 
11. The hindgut 48. Nipple 
13. Ano—, pain killer 50. Article 
15. Cure 53. Ultimate particle 
17. Hernia of the iris 55. Lower part of back 
18. For, or to, the name 56. The kidney or its 
(L.) regions 
20. A globule of liquid 58. Prostatic fluid 
22. Lose strength 60. Flesh 
23. ——'s Line — Krause's 62. Wave 
Disc 65. Blood ix) 
25. Combining form mean- 66. Sebaceous cyst 
ing acid 67. Small, round spot 
27. Toward the dorsal 69. Iron (symb.) 
aspect 70. Tellurium (symb.) 
28. Bone constituent (sym.) 71. Nickel (symb.) 
No. 11 21 
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Rat on left received reserpine, 
rat on right Harmonyl, both 
at the same level of dosage. 


A. the side effects of rauwolfia inseparable from its basic 
therapeutic action? The answer, “No, not necessarily.” 

A demonstration of this answer is provided by HARMO 
(Deserpidine, Abbott )—a distinct new alkaloid of rauwolfia. 

This new alkaloid is comparable in potency to reserpine. 
It is effective in all the same indications. 

But it produces significantly milder and fewer of the side 
effects characteristic of reserpine. There is less lethargy. 
Markedly less depression. Fewer annoyances such as stuffy 
nose, diarrhea, nausea, nightmares. And in the highe 
dosage levels of neuropsychiatric use, the incidence of 
parkinson-like symptoms is lower. 

The clue to HARMONYL’s difference is found in its source: 
the root of Rauwolfia canescens, a species apart from the 
familiar Rauwolfia serpentina. Isolation of its distinctive 
alkaloid, deserpidine, was first reported in 1955.+ This alka 
loid produces substantially less stimulation of the para 
sympathetic system than does reserpine. The lag between 
its administration and therapeutic effect also appears to be 
somewhat shorter than with other rauwolfia compounds. 
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overwhelmingly specified 
rE by generalists and specialists 


MIETICORTEN 


_ standard steroid 
goverwhelmingly acclaimed 


: 4 y ... Internists in rheumatoid arthritis, rheumatic fever and 
x systemic lupus erythematosus 


... Allergists in urticaria, angioedema, drug reactions and 
allergic rhinitis 
L both ... Ophthalmologists in uveitis, choroiditis and chorioretinitis 
“4 ... Dermatologists in pemphigus, erythema multiforme, atopic 
eczemas and contact dermatoses 


... Chest Physicians in bronchial asthma, pulmonary fibrosis 
s basic and emphysema 


monvignd by general practitioners for virtual absence 
of salt retention 


serpine. 
.METICORTEN, 1, 2.5 and 5 mg. white tablets 
the side 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


The Blues ra 


I thought I knew something about 
Blue Cross. I couldn’t have been 
more mistaken. Thanks for setting 
the record straight. 

R. P. Walters, M.D. 


Milwaukee, Wisconsin 


The table on page 106 (RP—Oc- 
tober 1957) was most impressive— 
especially the decreasing percentage 
of operating costs... 

Walter C. Short, M.D. 
Boston, Mass. 


Your articles on Blue Cross are 
the first I’ve ever seen which pre- 
sent these plans in an understand- 
able manner... 

Robert Borenstein, M.D. 
Ann Arbor, Michigan 


Your article on Blue Cross (“Birth 
of the Blues,” RP-September 1957) 
contained much information that 
seems to have-been kept a secret. 
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The only answer I’ve ever gotten to 


my questions was “It’s kind of com- 
plicated.” Maybe it is but it didn’t 
seem to be, not the way Mr. Bryan 
told about it. Thank you for past 
services and keep your fine journal 
coming my way... . 

John Manley, M.D. 
Jacksonville, Fla. 


What about Blue Shield? 


a question... 


I have 


T. L. Gage, M.D. 
Rochester, N. Y. 


e@ See Blue Shield article in this 
issue. Send your questions to: Blue 
Shield Commission, Department 2], 
425 North Michigan, Chicago 11. 
Illinois. 


No Reciprocity 
Reference the September 1957. 
Volume 3, No. 9. Resipent Puyst- 
CIAN, page 176, “Licensure for For- 
—Continued on page 32 
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Tablets 


MEPHYTON 


VITAMIN MERC 


*,..vitamin K; Is more effective than 
any other agent now available in com- 
bating drug-induced hypoprothrom- 
binemia.’’1 “Vitamin K; appears to be 
equally effective by the oral or intra- 
venous route.’’2 Beneficial effects are 
apparent in 6 ” 10 hours following 
oral use. 

Supplied: Oral MEPHYTON—tablets of 5 mg. of vitamin K, in bottles of 100, 
Emulsion of MEPHYTON—in boxes of six 1-cc. ampuls, 50 mg. of K; per cc. 
References: 1.Gambie, J.R., 


etal. J. Lab. & Clin. Med. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC. PHILADELPHIA 1, PA. 
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—Continued from page 26 
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eign Graduates.” we would like to 
have the Maryland requirements cor- 
rected... 
. . . During the last meeting of 
the State Legislature (1957), the 
Homeopathic Board of Medical Ex- 
aminers was abolished and all phy- 
sicians must obtain a license through 
the Board of Medical Examiners of 
Maryland... 
Frank K. Morris, M.D. 
Secy. Maryland Board of 
Medical Examiners 

1215 Cathedral Street 

Baltimore 1, Maryland 


e@Dr. Morris asked that we publish 
the fact that reciprocity is no longer 
given any foreign graduate in Mary- 
land and that present regulations re- 
quire that all foreign graduates 
spend at least one year of their hos- 
pital training in Maryland. Inquir- 
ies on licensure in Maryland should 
be addressed to Dr. Morris. 


Pediatric Practice 


I plan to open a solo practice in 
pediatrics in August of next year. 
I read with interest your article in 
the current issue on “My First Year 
in Pediatric Practice” (RP-October 
1957) and learned a great deal from 
it. Thank you. 

Felix Y. Fratini, M.D. 
Newark, N. J. 


I have never written to a maga- 
zine before but I just wanted to let 


you know how much I enjoy read- 
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ing Reswent Puysician. All the 
residents at my hospital like it very 
much. Although I particularly liked 
your personal report on pediatric 
practice by Dr. Parker, in this 
month’s copy, it is obvious that most 
of your articles are chosen with an 
understanding of what a resident 
physician is interested in. Also, did 
you know that the interns “borrow” 
residents’ copies? Would it be pos- 
sible to send the journal to them, 
too? I know they like to read it. 
P.S. You may publish my letter if 
you wish to. 

Richard Warren, M.D. 
New Orleans, La. 


@ We do indeed—and thank you. 
We really appreciate hearing from 
residents. Send us criticism or com- 
pliments. Your letters help us to 
keep the journal the way you want 
it. We will begin mailing individ- 
ual copies of RP to all interns in 
January and each month thereafter. 
Also, all chiefs of service and full 
time professors will get copies as 
well. 


Patient Assist 


Enclosed please find money order 
for one (1) dollar for a reprint of 
“How To Make an Examination and 
Take a History of a Foreign-born 
Patient in His Own Language.” I 
am particularly interested in the 
one written in French as I have a 
quadraplegic French sailor for a 
patient and I have extreme difficulty 


—Concluded on page 38 
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The modern injection technique 


Serves the Serves the 
Administrative Medical and 
Staff Nursing Staff 


: Eliminates hidden costs 

‘ Simplifies stock control and handling 

' Reduces nursing workload—promotes efficient use of nurses’ time 

' No syringe breakage 

No sterilization, no needle-sharpening—new, sterile needle for 
every injection 

« Cuts waste—no unused medication 

+ Assures accurate dose 

« Assures asepsis 

* Reduced risk to personnel of contact sensitization 


‘No risk of infectious hepatitis 


Note: The saving of time, work, and money by closed-system injection in the hospital 
has been determined by exhaustive published studies. The most recent, by J. A. 
Hunter, et al., is available upon request. See your Wyeth Territory Manager or 
address Wyeth Laboratories, P.O. Box 8299, Philadelphia 1, Pa. 


Now available: New 2-cc. syringe adaptable for TuBEx sterile-needle 
units in both 1 and 2 cc.! 


TUBExX’ 


® 
Philadelphia 1, Pa. 


CLOSED-SYSTEM INJECTION 


| o the Modern Hospital | 
| 
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—Concluded from page 32 


understanding him and an even 
harder time trying to care for him. 
Thanking you in advance for liter- 
ally tons of help. 

Peter C. Rachwall HM2 USN 
U. S. Naval Hospital 
Bethesda 14, Maryland 


Licensure 


Would you kindly forward me a 
complete listing of the respective 
requirements of each state in the 
United States for the licensure of 
foreign-born, foreign-trained physi- 
cians. 

I am thirty-two years of age, a 
male citizen of the Philippine Is- 
lands, and my formal training was 
accomplished in Manila at the Uni- 
versity of Santo Tomas. I am credited 
with two years of Liberal Arts 
studies, and with five years of Medi- 
cine. The latter includes a one year’s 
internship at all hospitals in Manila 
that are affiliated with the University 
of Santo Tomas. 

At present I am serving a one 
year’s internship in the Iowa Luth- 
eran Hospital of Des Moines, Lowa. 

Thanking you in advance, I am. 

Juan J. Cruz, M.D. 
Towa Lutheran Hospital 
Des Moines, Iowa 


© Licensure requirements for for- 
eign-trained physicians are being 
published in current issues. From 
four to six states are covered each 
month. We hope to combine all the 


information into tabular form for 
publication at a later date, probably 
in January or February of 1958. Un- 
til that time we can only refer you 
to past issues of Resident Physician 
which should be available in your 
hospital resident-intern library. If 
you are in urgent need of informa- 
tion for any particular state and it 
has not yet been published, please 
let us know and we will try to pro- 
vide you with an answer by mail. 


Draft Law 


I find much confusion regarding 
the draft laws now in effect. Is 
there a law still in force and if so, 
what does it provide? I think many 
other residents besides myself would 
like this information. 

Frank T. Boyce, M.D. 
Denver, Colorado 


@ In June 1957, the President 
signed Public Law 85-62, an Act 
‘To amend the Universal Military 
Training and Service Act, as 
amended, as regards persons in the 
medical, dental, and allied special- 
ist categories.’ This Act authorizes 
the President to induct persons who 
are otherwise registered under the 
basic draft law, if they are needed 
in medical, dental or allied specialist 
categories. Under the provisions of 
this Act physicians and dentists un- 
der the age of 35 who are liable for 
military service may be called when 
needed. This law expires 1 July 
1959. 


Resident Physician 


r 
or 38 No 


Editor’s 
Page 


Private Patients 


Of what importance is private ward service in resi- 
dency training? 
The question is frequently asked by residents as 
dent well as others interested in the total education of resi- 
Act dents. Obviously, the answer revolves around whether 
itary there is a difference in the management of a patient 
as who is paying his way, as compared to that which a 
r the resident would exercise when taking care of an in- 
ecial- digent patient. 
— From the point of view of the purely professional 
ig medical or surgical management, it obviously should 
eded be the same—although when private patients have an 
‘alist operation, the resident as a rule will not be the first 
as of man in the surgical team, nor will he have the overall 
$ un- responsibilities which frequently are his when the 
le for patient is from the ward service. 
when There is another thing that the resident must always 
July bear in mind relative to patients who pay medical or 
surgical fees to their doctors. In a free economy such 
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as ours, generally “he who pays the piper calls the 
tune,” and for this reason (which in my opinion is 
a darn good one), the private patient is liable to 
expect and receive more personalized and individual- 
ized service from his doctors, than does the patient 
on the ward service. 

Then too, the paying patient has a greater chance 
of having one or more nurses looking out for him. 
When a patient has a private-duty nurse, the resident 
must realize that instead of one person, there are two 
people on whom he must keep his eye, while they in 
turn are keeping close tabs on, and are evaluating him. 
An antagonistic or know-it-all nurse can make a resi- 
dent’s life miserable in his relations with a private 
patient. 

Just how much care the resident will be permitted 
to give private patients who are on his service will 
depend on how much authority in this area is dele- 
gated to him by the physician or surgeon who brought 
the patient into the hospital. Some attendings are very 
jealous of permitting anyone except themselves to do 
anything for a private patient, while others may dele- 
gate much authority. There is evidence, however, that 
residents who are discreet in what they say, meticulous 
in the care they give, and who devote themselves to 
their patients, generally are allowed much responsi- 
bility in the care of private patients of their senior 
colleagues. 

There are certain virtues that a resident must learn 
when he is in contact with private patients. Probably 
the first is tolerance. One has to be tolerant and 
understanding of the foibles of patients. Being dis- 
creet is a must. 

I would say that patience is the second virtue one 
needs when taking care of patients (private or ward 
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service). The majority of them do not like to be 
regimented. Private patients behave like human be- 
ings, a happening which may well shock the new resi- 
dent, especially on the private service, who finds he 
cannot “shush” private patients when he gets annoyed 
with them. You don’t “shush” private patients for 
very long. Affability counts. One tries not to become 
angry, no matter what the provocation, when dealing 
with all patients. Courtesy always pays. 

In other words, instead of being in the somewhat 
authoritarian environment of the ward service, the 
resident in the private ward is in a somewhat anar- 
chistic atmosphere in which the care of each patient 
presents different social and environmental problems. 
These must be promptly met by the attending or the 
resident physician, not by social service or other 
auxiliary agencies. It is in such a milieu that the 
resident advances his knowledge of how to do his 
best for demanding sick people; he is on his way to 
learning “the Art of Medicine.” These are a few of 
the factors that make an association with private 
patients invaluable for the orientation of senior resi- 
dent physicians in the practice of Medicine. 


Fong, 
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PECIAL READER SURVEY SHOWS... 


Doctors Have 


In the past five years, marked changes 
have occurred in the smoking habits 
of many of the nation’s doctors. 

What factors have influenced these physicians 


to alter their personal smoking pattern? 
Has the research I 

on the cigarette-lung cancer link es 

had any measurable effect? 7 

When the doctor makes a change, 5 

does he advise his patients to follow suit? ; 
We asked the questions. a; 

The answers may surprise you. 

The 
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1 wo thirds of all cigarette-smoking 
rsidents have changed their smok- 
ing habits during the past five years. 

Of residents who smoked ciga- 
retes in 1952: 

® 20% no longer smoke 

@ 7% have switched to cigars or 
pipe 

@ 19% smoke fewer cigarettes 
per day 

@ 21% smoke more cigarettes 
per day. 

@ 33% continue to smoke ciga- 
rettes without increase or re- 
duction in the number per day. 

@ The total cigarette consumption 
of resident physicians in the 
survey declined 12.4% between 
1952 and 1957. 

These facts were reported by resi- 
dent physicians in response to a 
recent survey on doctors’ smoking 
habits conducted by your journal. 
(This is believed to be the first ex- 


November 1957, Vol. 3, No. 11 


tensive survey of iis kind ever con- 
ducted among the nation’s doctors.) 

The survey questionnaire, mailed 
to approximately 10% (2,500) of 
all resident physicians in the United 
States, listed seven questions deal- 
ing with smoking habits for the 
years 1952 to 1957. Standard random 
selection methods were employed. 

Indicating reasons for their 
changes in smoking habits, 71% of 
those who quit smoking listed “pos- 
sible relationship between smoking 
and cancer” as one factor in their 
decision. 

“Personal health factors,” and 
“displeasure with the habit,” were 
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the next most frequently mentioned 
reasons for quitting. Many (41%) 
listed more than one reason. 

The average age of resident phy- 
sician respondents was 32. 


General practitioners 


A companion survey, using the 
same questionnaire sent to residents, 
was conducted by Mepicat TIMEs, 
a leading monthly medical journal 
reaching general practitioners with 
large practices. 

Of the general practitioners who 
smoked regularly (five or more 
cigarettes per day for an extended 
period) since 1952, more than four 
out of ten reported a change in their 
smoking habits during the past five 
years (44% of GPs vs. 67% of resi- 
dent physicians). 

Among the general practitioners 
reporting: 

@ 17% had stopped smoking 

@ 3% switched from cigarettes 

to cigars or pipe 

@ 14% smoke fewer cigarettes 

per day 

@ 10% smoke more cigarettes per 

day 

The remainder, nearly 56%, con- 
tinue to smoke the same number of 
cigarettes per day as they did in 
1952. 

The total cigarette consumption of 
general practitioners in the survey 
declined 20.1% between 1952 and 
1957, according to survey figures. 

The significance of the preceding 
figure as well as the percentage 
change for residents—showing a de- 


crease in cigarette consumption oj 
12.4% —lies in the comparison be. 
tween physician cigarette consump. 


were 27 
and 289 


tion and the consumption of the @ The | 
general public. Although a final re- oni tin 
port is not yet available for 1957. Mjai no 
the March 1957 issue of “Tobacco Mf op first 
Situation,” a quarterly publication m 
of the Agricultural Marketing Serv. 
ice, U.S. Department of Agriculture. Henly a 
reported on the estimated per capita i jures 
consumption of cigarettes in the miling 
United States for individuals 15 jenon: 
years of age and over, during the 
years 1952 through 1956. The tabu. Specie 
lation included cigarette consump-§ Resi 
tion by our Armed Forces overseas. yvordi 
This report shows that per capita MM yhethe 
the public smoked approximately } 
6% fewer cigarettes in the year 1956, doct 
as compared to the year 1952—and tol, 
from 1954 through 1956 the per marl 
capita consumption of cigarettes by Bag, A] 
the general public was increasing at Bijvir ¢ 
a rate slightly in excess of 1% per §oppe 
year. remain 
Using these figures as a reference, Biohace: 
our survey shows the decrease in§ {ny ¢ 
doctors’ cigarette smoking to be a fiyrms y 
radical departure from that demon- fimport 
strated by the general public. cated 


The GP survey questionnaire was 
mailed to 2,122 general practitioners 
selected from the circulation records 
of Mepicat Times. Standard random 
selection methods were used and re- 
turns were checked to eliminate any 
geographical variations which would 
be out of the indicated normal range 
of distribution of general practition- 
ers. (No such variations occurred.) 
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Returns on the original mailing 
wee 27% (675 resident physicians) 
ani 28% (594 general practitioners. ) 

The questionnaire was sent a sec- 
oni time to 100 in each group who 
hal not returned the questionnaire 
onfirst mailing. Returns in the sec- 
of mailing (23% and 21% re- 
spectively) were tabulated independ- 
enly and compared with the survey 
fgires recorded from the original 
miling. A correlation of -+-.17 was 
denonstrated. 


Specialty 

Resident replies were tabulated 
acording to specialty to determine 
whether or not any correlation ex- 
ised between smoking habits and 
a doctor’s in-hospital work. 

Otolaryngology residents showed 
a marked variation from the aver- 
age. All ENT residents (16) changed 
thir smoking habits. Thirteen had 
stopped smoking since 1952; the 
remainder (3) had increased their 
tobacco consumption. 

In cardiology, the number of re- 
turns was not considered statistically 
important, i.e., five residents indi- 
cated they were training in cardi- 
ology; all reported they had stopped 
smoking within the past five years. 
Any projection (e.g. all cardiology 
residents have stopped smoking) 
could not be considered valid be- 
cause of the relatively small number 
of cardiologists in the sample. 

In an analysis and comparison of 
returns from the different special- 
ties, no other variation from the 
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average of all specialties was dem- 
onstrated. 

In order to determine specific 
changes in quantity of cigarettes 
smoked by the individual physician, 
the doctor was asked to indicate the 
average number of cigarettes con- 
sumed a day for each of the years 
1952-1957. (Tables A and Al) 

Among general practitioners, 11% 
smoked between 40 and 70 or more 
cigarettes per day in 1952. This 
“heavy smoker” group had declined 
to 8% of the total by 1957. The 
light smokers (5 to 15 per day) in 
1952 represented 17% of all GP 
smokers, but in 1957 they had in- 
creased to become 21% of the total. 

The 1957 percentages were com- 
puted after removing all 1952 GPs 
who had stopped smoking cigarettes 
(20% of the total). 

It can be seen from Table A that 
an increased percentage of general 
practitioners were in the “under 10” 
cigarettes per day group in 1957 as 
compared to 1952 (10%-14%). 

Table B illustrates the changes 
whivh occurred between 1952 and 
1957 among doctors classified ac- 
cording to the amount of cigarettes 
smoked per day in 1952. The heavy 
smokers (40-70 and more cigarettes 
per day) showed the largest percent- 
age of doctors who stopped smoking 
completely (32%) and the lowest 
percentage of those who cut dowr 
in quantity (4%.) In contrast, this 
group also recorded the greatest 
percentage of GPs who increased 
smoking (14%). 


4 


In listing reasons for changes in 
smoking habits it was apparent that 
many residents and general prac- 
titioners believe one of the funda- 
mental reasons for smoking is to 
promote relaxation and ease nervous 
tension. A number of residents men- 
tioned an increase in nervous ten- 
sion as a factor which caused them 
to increase smoking. 

In the “never- underestimate -the- 
power-of-a-woman” department, 
wives seemed to influence many hus- 
band-residents to cut down on their 
smoking. They also had an effect on 
some who switched: — 

“My wife’s constant complaints 
made me change to a pipe.” 

“T had to smoke less, my wife 
would buy only so many packs on 
the weekend shopping trip.” 

“T have smoked two or three packs 
a day for years but just recently my 
wife finally pressured me into cut- 
ting down to a pack a day.” 

Interestingly enough, although fre- 
quently instrumental in his switch- 
ing or cutting down, the wife seldom 
was mentioned as a factor in causing 
a doctor to stop smoking. ~ 

None of the general practitioners 
mentioned matters of money as a 
reason for a change in habit, while 
many residents indicated that the 
cost of cigarettes was a primary fac- 
tor in motivating them to stop. 


Cancer a factor 
One of the significant features to 


54 


come out of the survey was the fact 
that while a _ large percentag: 
(71%) of residents felt there was 
a relationship between smoking and 
cancer, few felt that this alone was 
sufficient reason to give up smoking, 
The same was true of general prac. 
titioners. Cancer fears were men- 
tioned in decisions to stop, cut down, 
or switch. But in only a small per. 
centage of instances (residents, 6%; 
GPs 4.8%) was the possibility of 
cancer the sole factor which moti- 
vated a change in smoking habit. 

Most seemed to put cancer in a 
broad perspective to life itself. 

One physician expressed it this 
way: “Since there are perhaps 
20,000 deaths a year from cancer re- 
ported in the United States and some 
35,000 or more deaths from the 
automobile, I feel that you should 
weigh the danger—and unless you 
feel that you, as an individual, are 
more susceptible than average 1 
possible danger, it is rather foolish 
to give up a pleasure such as smok- 
ing, swimming, social drinking or 
driving a car.” 

Many advise “cutting down” but 
often their reason indicated that it 
was to be “on the safe side” and 
not because there was any definit 
conviction in their mind that cance 


excessive smoker. 
underlying cardiovascular and_ pul 
monary disturbances (asthma, em; 
physema, silicosis, hy pertension 
arrhythmia, vascular spasm, etc.) 
were mentioned frequently. 
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Average Number of Cigarettes Smoked Per Day 
(as a percentage of GPs in survey group) 

TABLE A = CIGARETTES PER DAY 1952 1957* 

GENERAL Under 10 10% 14%, 
10/15 7 
PRACTITIONERS 15/20 21 
20/25 21 
25/30 15 
30/40 14 
40/50 7 
50/60 
60/70 0 
70 or more 2 0 


100% 100% 


* not included are 20% of 1952 GPs who 
stopped or changed type. 


Average Number of Cigarettes Smoked Per Day 


(as a percentage of RPs in survey group) 
TABLE Al CIGARETTES PER DAY 1952 


RESIDENT Under 10 
10/15 
PHYSICIANS 15/20 
20/25 
25/30 
30/40 
40/50 
50/60 - 
60/70 
70 or more 


* not included are 27% of 1952 residents 


who stopped or changed type. 
** Less than one percent. 
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15% 17% 
14 14 
40 31 
21 24 
5 7 
4 6 
0 0 | 
0 0 
0 0 
100%, 100% 
55 


One GP seemed to sum up the 
thoughts of a considerable segmem 
of the responding physicians who 
wanted more proof. “The link still 
remains only a possibility. Statistical 
studies thus far are only suggestive 
and not conclusive.” 

Replies from general practitioners 
and residents indicated a close simi- 
larity in answers concerning the 
question of the possible relationship 
between smoking and cancer. How- 
ever, a larger number of general 
practitioners indicated what might 
be termed a “fatalistic” attitude: 

“Even if 9 out of 10 die of cancer, 
10 out of 10 die anyway, eventually.” 

“T enjoy smoking and a man has 
to die of something.” 

Despite this seemingly fatalistic 
outlook, many GPs and residents 
indicated that they had changed to 
filtered cigarettes— although this 
survey did not consider such changes 
when computing “changes from ciga- 
rettes to pipe or cigar.” Such change 
was considered as no change in habit 
(i.e. “constant”). 

Some general practitioners voiced 
the belief that “at my age it would 
make no difference whether | con- 
tinued or stopped.” (Ed. Note. Most 
cancer-cigarette reports indicate a 
lower incidence of lung cancer 
among those who have quit smoking, 
as compared to those of the same 
age who have continued to smoke.) 


Calculated risk 


Appearing repeatedly was the 
thought that smoking was “a calcu- 


ated risk and such risks are a par 
of living.” 

“You can’t stop doing everything 
that has any pleasure simply be. 
cause there are certain dangers 
attendant. I place cancer of the lung 
in this category. It is possible but 
extremely improbable statistically 
that any particular individual will 
get cancer of the lung. While saying 
this I will admit that I would give 
up smoking if I knew smoking were 
the only cause of cancer. At the 
present time I do not believe this to 
be so.” 

One physician quotes an unnamed 
authority to support his own con- 
tinuation of a two-pack-a-day sched. 
ule of smoking: “One authority 
stated, ‘If you have smoked regu- 
larly for twenty years and do not 
now have lung cancer, you probably 
won’t have.’ I hope he is right.” 

Another physician voicing the 
same sentiments, only perhaps with 
a little more sorrow implied, said: 
“Too late to do any good; it has 
been twenty years.” 


No decrease 


There was a wide variety of an- 
swers to the question: “/f you be- 
lieve there is a link between smoking 
and cancer but you have not de- 
creased the amount of smoking you 
do, would you state your reasons 
briefly?” 

One physician wrote simply, “no 
guts.” 

Other comments made by general 
practitioners include: 
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Changes in Smoking Habits Among Light 
Smokers (as classified in 1952; 5-15 ciga- 
rettes a day) in the Period from 1952 to 1957 


TABLE B 11% Stopped 
21 Decreased 
GENERAL 9 Increased 


4 Changed type* 
45 Changed smoking habit 


Wasaser 55 No change in smoking habit** 
100% 


Changes in Smoking Habits Among Medium 
Smokers (as classified in 1952; 15-40 ciga- 
rettes a day) in the Period from 1952 to 1957 


18% Stopped 


Decreased 
9 Increased 
3 Changed type* 
41 Changed smoking habit 


59 No change in smoking habit** 
100%, 


Changes in Smoking Habits Among Heavy 
Smokers (as classified in 1952; 40-70 or more 
cigarettes a day) in the Period 1952 to 1957 


32% Stopped 
4 


Decreased 
14 Increased 
2 Changed type* 


52 Changed smoking habit 


48 No change in smoking habit** 
100% 


* From cigarettes to cigars or pipe. 
** Continued to smoke cigarettes without 
alteration in number per day. 
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“I smoke because of tension that 
goes with a busy schedule.” 

“At my age it would make no 
difference.” 

“T like to smoke.” 

“Habituation.” 

“Have smoked heavily for 24 
years. Damage is already done.” 

“Tried to stop but nervousness 
and urge to smoke made me forget 
dangers.” 

“Stress and long hours—cigarettes 
help.” 

“I don’t stop because of my stu- 
pidity. Cigarettes should be removed 
from the market—only way we can 
stop.” 

“Believe advice is for next gen- 
eration—they should not start smok- 
ing!” 

“May be possible relationship to 
cancer but not enough to stop smok- 
ing.” 

“Too late. Also, other hydrocar- 
bon exposure impossible to control.” 

“There’s a high mortality from 
automobiles but I haven’t stopped 
driving or walking across the street.” 

“Lung cancer deaths small in pro- 
portion.” 

“Very remote possibility.” 

“Statistical incidence of cancer is 
small in terms of 1000.” 

“Pleasure of smoking is a calcu- 
lated risk.” 

“Too old to make any difference.” 

“Too many other factors enter into 
cancer of lung—many non-smokers 
in group.” 

“Other basic correlating factors 
not clarified.” 


“Had seven patients with lung 
cancer—none smoked.” 

“Enjoy smoking. Would probabl 
die from anxiety without them.” 

“Believe associated with 
smoking.” 

“[’m serving as a control.” 

“There are probably more cogent 
reasons why we should stop smok- 
ing.” 


heavy 


Damage done 


“T enjoy a cigarette after a meal. 
Thus, I have been able to reduce my 
usage to about 3-5 cigarettes daily. 
Statistically, this means a_ slightl) 
greater chance of developing lung 
cancer. Since I am certain that cigs- 
rette smoking is not the one factor 
in causation of lung cancer and 
since my present smoking habits 
only render me slightly more sus 
ceptible than the non-smoker, I am 
willing to take such a risk in order 
to enjoy the immediate relaxation 
and enjoyment which ‘the habit 
gives me. In short, I am compromis. 
ing my beliefs for my immediate 
pleasures. What’s more, having been 
a smoker for about 15 years, it 
seems that any damage that it might 
have caused has been done already. 
I am now depending on constitu. 
tional and hereditary factors to ‘hold 
the line’ for me.” 

“Although I believe there is a 
causative relationship I feel that 
many more factors are necessary 
before the relationship becomes im- 
portant. As I have already smoked 
excessively for longer than the re- 
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Changes in Smoking Habits 1952-1957 
(as a percentage of GPs in survey group) 


Stopped 
T PP 
ame Decreased 


GENERAL Increased 
Changed type* 
PRACTITIONERS Changed smoking habit 


No change in smoking habit** 
100%, 


* From cigarettes to cigars or pipe. 
** Continued to smoke cigarettes without 
alteration in number per day. 


Changes in Smoking Habits 1952-1957 
(as a percentage of RPs in survey group) 


Stopped 
BLE Cl PP’ 
Decreased 


RESIDENT Increased 
Changed type* 


PHYSICIANS Changed smoking habit 
No change in smoking habit** 


* From cigarettes to cigars or pipe. 
** Continued to smoke cigarettes without 
alteration in number per day. 


November 1957, Vol. 3, No. 11 


lung 
obably 
heavy 
cogent 

daily. 
lighth 
lung 

factor 
r and 

habits 
sus 
I am 
order 
axation 
g been 
might 

lready. 
ynstitu- | 
o ‘hold 100%, 
p is a 
cessary 
nes im- 
smoked 

the re- 

wt 

pysician 


quired time to proauce carcinoma, I 
feel that my situation is already 
hopeless (witness Evarts Graham, 
M.D. who smoked excessively for 30 
plus years, proved the above rela- 
tionship, stopped smoking, and later 
died of carcinoma of the lung) .” 


Resident answers 

Resident answers to the same 
question included the following: 

“Not all heavy smokers get cancer. 
As a resident I do not enjoy too 
many things and I am working hard 
and under tension.” 

“I believe some factor additional 
to tobacco must be present for de- 
velopment of cancer. Choose to be- 
lieve I lack this factor as I enjoy 
the habit.” 

“The link still remains only a 
possibility. Statistical studies thus 
far are only suggestive and not con- 
clusive.” 

“The alleged relationship holds 
true for ‘heavy’ smokers. I do not 
consider myself a heavy smoker.” 
(Reported he smoked 15 cigarettes 
a day.) 

“Can’t quit, it seems.” 

“T have smoked too long to expect 
to decrease risk by cutting down, 
and am too lazy to stop smoking.” 
*“Tt is a relaxing and pleasurable 
habit. Smoking is one of several fac- 
tors only (e.g., heredity, urban en- 
vironment, etc.), and it’s difficult to 
stop.” 

“IT smoke only four or five ciga- 
rettes a day after meals.” 

“This reason alone has not been 


enough motivation. Am considering 
switching to pipe next month.” 

“No will power.” 

“TI believe there is a link in fami- 
lies where there is a previous history 
of lung cancer. There is none in 
mine.” 

“Habit.” 

“T enjoy smoking and am willing 
to risk the increased chances be- 
cause of the pleasure I derive from 

From a pipe smoker: “Risk of 
lung cancer in pipe smokers much 
less, according to available statistics, 
than cigarettes.” 

“Fatalist.” 


Cause and effect 

“Believe there is cause and effect. 
But is firm habit—would gain weight 
by the ton if gave it up (this from 
personal experience) .” 

“Very difficult habit to break and 
also you can’t live forever.” 

“I believe the correlation is sug- 
gestive but until such time as it is 
made absolutely certain, I intend to 
continue to indulge—mainly because 
it is a satisfying habit (or vice?).” 

“Enjoy smoking. Probability of 
cancer small.” 

“Just stopped smoking—again.” 

“Taking a calculated risk.” 

“There may be some relationship 
but it is not well documented. More 
important is the fact that other 
possible carcinogens have not been 
properly investigated, and correlated 
with smoking.” 

“Have stopped completely twice 
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jut started again probably because 
lave never gotten over or forgotten 


ie honeymoon of my habituation.” 


“Statistically there is much more 
(anger in driving a car and falling 
in the bath tub. I have continued to 
irive and take baths.” 

“Procrastination. Intend to cease 
ompletely, shortly.” 

“T think, in addition, one must 
have to have a constitutional pre- 
lisposition for the disease.” 

“I frequently stop completely and 
plan to do so again in the near 
future.” 

“I do believe there is a relation- 
ship between smoking and cancer; 
but other factors are involved also. 
| have not cut down on cigarettes 
because I eat more. My chances of 
developing disease related to obesity 
are far greater than developing 
cancer.” 

“T would like to but I haven’t 
been able to stop. When I am off 
duty I can cut down a great deal in 
smoking.” 

“Procrastination — lack 
power.” 

“Habits are very powerful.” 

“I stop completely for months at 
a time but simply don’t have the 
will power not to start again.” 
Changing habit 

Taken from both general practi- 
tioner and resident physician re- 
plies, the following are some of the 
variety of reasons listed for chang- 
ing the smoking habit exclusive of 
or in addition to the cancer-smoking 
relationship: 


of will 
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“Stopped smoking because of 
tachycardia and extra systoles which 
disappeared following cessation of 
smoking.” 

“Financial. Maintain 
health.” (Stopped.) 

“Increased strain of residency.” 
(Increased smoking.) 

“Vasomotor  intolerance.”’ 
(Stopped.) 

“Wife’s complaints.” (Cut down.) 

“Under less tension.” (Cut down.) 

“Relation of smoking to cardio- 
vascular disease.” (Cut down.) 

“Dirty teeth, bad breath, time 
wasted looking for matches, ciga- 
rette bums.” ( Stopped.) 

“Enjoyment of smoking ceased.” 

“History of asthma in childhood 
and consequent fear that insult to 
respiratory tree might precipitate 
such again and eventually lead to 
emphysema.” ( Stopped.) 

“Relationship to cardiovascular 
disease.” (Cut down.) 

“More working hours.” 
creased.) 

“Inconvenience — burns, 
mouth odor.” (Stopped.) 

“I smoke cigarettes off and on. I 
smoke a pipe regularly, 4-5 pipefulls 
a day. I cut down because it ups 
my blood pressure. I appear to be 
sensitive to it.” (tobacco) 

“After medical school’s strain, I 
feel less tense.” (Cut down.) 

“The state increased the tax lc 
more per pack. The tax is now too 
high.” (Stopped.) 

“Possible relation between smok- 
ing and cardiovascular disease.” 
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After analysis of all the comments 
made by both general practitioners 
and resident physicians in answer to 
the question, it becomes obvious that 
certain opinions occur repeatedly. 
Summarizing the most frequently 
mentioned opinions. 

@ While many physicians have 
stopped smoking, many more state 
they wish they could. 

@ Many stop only to start again. 

@ Many balance the immediate 
enjoyment of smoking against the 
remote possibility of contracting 
cancer or the lack of “conclusive 
evidence” that smoking is other than 
one of many contributory factors in 
cancer of the lung. 


Advise patients 

In relating the doctor’s change of 
habit to his instruction of patients 
in his care, the following question 
was asked: 

“Are you sufficiently convinced of 
the possible relationship between 
smoking and cancer to advise your 
patients to stop smoking?” 

Replies from general practition- 
ers: 

Yes 31.9% 

No 67.7% 

Undecided 
Replies from resident physicians: 

Yes 38.1% 

No 61.7% 

Undecided 2% 

To the next question: “Do you 
offer this advice to your patients?” 
98% of physicians who are suffi- 
ciently convinced: advise their pa- 
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tients to stop or cut down—without 
being asked. The remainder do so 
infrequently or only if asked their 
opinion by the patient. 

Some 14% of the doctors who are 
not convinced of a cigarette-cancer 
link nevertheless suggest to their 
patients that they limit smoking. The 
suggestion is made with reference 
to “patient’s condition,” “modera- 
tion in all things,” or other reasons 
“unrelated to cancer.” 

Comments varied. Said one: 
“Some of my patients have smoked 
heavily for 25 years; if smoking is 
going to kill them, the damage is 
probably already done.” 


May harm 


Other doctors qualified their an- 
swers: “... Depends on individual’s 
general physical condition and spe- 
cific respiratory reactions. I advise 
that smoking has never helped any- 
one and may do some harm.” That 
comment was made almost word for 
word by a number of doctors reply- 
ing to the questionnaire. 

One general practitioner was dis- 
turbed because many of his col- 
leagues apparently did not feel it 
was their job to advise patients with- 
out being asked: “I feel very strong- 
ly that it is the doctor’s duty to 
advise his patients of the serious 
cancer hazard and I deplore the fact 
that they are not strong enough in 
character and fortitude to do so.” 

Other remarks included the fol- 
lowing: 

“Depending on family history of 
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nalignancy and presence or absence 
if chronic lung disease.” 

“When asked.” 

“Generally advise cutting down to 
‘9 pack a day.” 

“I advise them to cut down.” 

“I advise moderation in all 
things and point out the threat of 
cancer to encourage moderation in 
smoking.” 

“Relationship okay but don’t ad- 
vise stopping smoking. Is individual 
choice in prophylaxis.” 


“I’m a pathology resident—hence 
does not apply—as intern, occasion- 
ally advised decreasing number of 
cigarettes in people who smoked two 
or more packs a day for reasons.” 


“If solicited.” 

“No, except those with chronic 
cough.” 

“Not to stop but to decrease.” 


Changing pattern 

The subject of doctors’ smoking 
habits is a provocative one. To in- 
vestigate this previously uninvesti- 
gated area was the sole purpose of 
the two surveys reported here. The 
reader may accept the facts and 
opinions reported by doctors in the 
survey groups as a matter of inter- 
est, a point of reference for his own 
smoking habits, or as indicative of a 
changing pattern of smoking among 
his colleagues. 


“At last we're alone, and | would like to ask you a very important question: Have you 
had a CBC late!y? You've been looking awfully run 
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As one of the largest residency education centers 
in the nation, MCV’s five hospitals, totaling 1200 
beds, provide 130 residents with clinical and research 
training in 20 specialties of medicine and surgery. 
Through a unique rotation plan among ten other affili- 
ated hospitals, MCV’s 50 interns get a first hand view 
of the practice of medicine in smaller towns and rural 
areas of Virginia. 


j he Medical College of Virginia in Richmond was founded 
in 1838 as the Medical Department of Hampden-Sydney 
College. From 1854 to 1860 it was conducted independently ; 
since 1860 it has been a state institution. In 1913, it was 
consolidated with the University College of Medicine, 
founded in 1893 by Dr. Hunter Holmes McGuire. 

When the College opened in the fall of 1838 it was housed 
in the old Union Hotel building. The first permanent build- 
ing, the Egyptian Building, was constructed in 1845 and has 
been in continuous use since that date. It was restored and 
remodeled in 1938 through the generosity of Bernard M. 
Baruch, whose father was graduated in medicine from the 
College in 1862. This historic building is considered one of 
the purest types of Egyptian architecture still extant in this 
country. 

From the very beginning of the College, teaching medi- 
cine at the bedside of the patient has been the practice. 
April 1861, marked the first separately organized hospital; 
it was later named the Old Dominion Hospital. During the 
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session 1867-68 the first outpatient 
clinic was established. 


Organization 


The government of the Medical 
Cdlege of Virginia is vested in its 
Board of Visitors, appointed by the 
Governor of Virginia for specific 
tems of office. All administrative 
oficers and faculty members are ap- 
pointed by the Board. 

For budgeting purposes the insti- 
tution is separated in two divisions: 
the College Division and the Hospi- 
tal Division. The Commonwealth of 
Virginia provides about 34 percent 
of the budget needs of the College 


Division and 22 percent of the budg- 
et needs of the Hospital Division. 


- The institution receives the rest of 


needed funds from patients, student 
fees, gifts, contracts, grants, and 
from endowment income. The an- 
nual operating budget of both di- 
visions is more than $7 million and 
the physical plant is valued at 
around $30 million based on replace- 
ment costs. 


Clinical facilities 
Five hospitals and the A. D. Wil- 


liams Memorial Clinic comprise the 
Hospital Division: the Medical Col- 
lege of Virginia Hospital (559 beds 


Central unit of the 
Hospital Division is 
the seventeen-story 
Medical College of 
Virginia Hospital 
(left). At right is 
Hunton Hall, home 
of the MCV house 
staff. 
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and 84 bassinets); the Memorial 
Hospital (40 beds and 20 bassi- 
nets); Saint Philip Hospital (176 
beds); Dooley Hospital (40. beds 
and 20 bassinets); and the Ennion 
G. Williams Hospital, recently con- 
structed as a joint project with the 
State Department of Health. This 
13-story building has 250 beds for 
tuberculous patients, and when the 
College’s portion of the building is 
completed in 1958, an additional 
complement of 200 beds will be 
available for medical, psychiatric, 
and pediatric patients. 

The Crippled Children’s Hospital, 
not owned by the College, serves as 
the orthopedic department for chil- 


dren. The College also cooperate: 
with the Richmond Eye Hospital 
and Sheltering Arms Hospital lo. 
cated in the medical center area. 

The A. D. Williams Memorial 
Clinic, outpatient department, af. 
fords ample teaching cases, with 
over 115,000 outpatient visits to its 
44 clinics each year. 

In the five hospitals of the Hos 
pital Division during the fiscal year 
1955-56 more than 32,500 patients 
were admitted; 62,337 patients were 
treated in the two emergency rooms; 
5,270 babies were delivered; 1.212.- 
226 patient meals were served; and 
231,227 prescriptions were filled by 
the hospital pharmacy. 


PY 
a 
foal 
wea 
‘ 
= 


year 
tients 
were 
oms; 
.212.. 
and 


by 


Faith and understanding, elements of modern medical care are not 
neglected at MCV. Bedside teaching is a vital part of residency. 


‘ Nearly 2,000 pediatric patients are 
admitted to MCV Hospitals each year. 
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Radiology department technician positions x-ray head. MCV aver- 
ages 50,000 diagnostic, therapeutic and radium procedures a year. 


Research 


Many active research programs 
are under way in both clinical inves- 
tigation and fundamental study such 
as: histochemical study of the meta- 
chromatic reaction, environmental 
effects on pigment cell metabolism, 
and renal tubular transport mechan- 
isms (in anatomy and physiology) ; 
nicotine metabolism effects of adren- 
olytic agents, toxicology of insecti- 
cides, biochemistry of cholesterol, 
carcinogenesis of the azo-dyes, hemin 
synthesis by red cell homogenates 
(in pharmacology and_biochemis- 
try). 


Clinical investigation in the care 
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and treatment of burns, connective 


tissue diseases, pigment metabolism 
in blood dyscrasias, life span of the 
normal and abnormal erythrocytes, 
the metabolic effects of surgical pro- 
cedures in traumatic accidents, the 
mechanical effects of breathing, and 
studies on heart failure are a few 
phases of the many research pro- 
grams being done in the clinical 
departments of medicine and sur- 
gery. 

Special facilities available for 
residency training include: extra 
corporeal hemo-dialysis, extra cor- 
poreal circulation, training in radio- 
isotope use and therapeutic prin- 
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ciples, tissue culture techniques, 
foliative cytology, cancer and leu- 
kemia chemotherapy, eye bank, and 
skin hemografting. 


Library 


The Tompkins-McCaw Library 
contains 56,470 bound volumes, and 
if references not in any of these 
volumes are needed they may be 
borrowed from the Army Medical 
Library. The library receives 1,000 
periodicals regularly and carries on 
its shelves 1,150 sets of journals. 
An adequate full-time staff is on 


More than 100 new- 
borns are welcomed 
each week at MCV 
Hospitals. 
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hand to help house staff members 
and students. Ample seminar rooms 


_and cubicles provide quiet for study 


and for writing. 


The medical staff activities of the 
Hospital Division are under the 
Medical Advisory Committee, made 
up of the chiefs of the major hospi- 
tal services, the director of the Hos- 
pital Division as chairman, the presi- 
dent of the College, the dean of the 
school of medicine, and the director 
of continuation education. All medi- 
cal staff members are on the teach- 
ing faculty of the medical school. 
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Hunton Hall dining room affords residents a moment of relaxation away from hospital. 


Education 


The Medical College of Virginia 
has eleven schools and courses: 
medicine, dentistry, pharmacy, nurs- 
ing, graduate study in the medical 
sciences, hospital administration, 
physical therapy, medical technol- 
ogy, x-ray technology, practical 
nursing, and dietetic intern training. 
The annual enrollment in all schools 
and courses usually exceeds 1,500, 
with about 350 graduates each year. 


Affiliated hospital program 


An affiliated hospital program, 
jointly sponsored by the Medical 
College of Virginia and the Univer- 
sity of Virginia department of medi- 
cine, is operated by the continuation 
education department. This program 
offers the hospitals of the state and 
their staffs any kind of service the 
two medical schools can give. 

At present ten hospitals are in 
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this affiliated program. At thes 
hospitals, at regularly scheduled 
times, specialists in various field: 
from the faculties of the two school 
hold ward rounds, present discus 
sions of advances, and hold rouni: 
table reviews. Irregularly, assistance 
is given by ancillary personnel, such 
as record librarians, laboratory tech: 
nicians and dietitians. 

Interns from the first-year inter 
group at the two medical school hos 
pitals are rotated for periods of 
from two to six months in these affili- 
ated hospitals so that they may see 
something of the active practice of 
medicine in smaller towns and rural 
areas. 

The Hospital Division offers 4) 
rotating internships, 6 straight met: 
ical internships, 8 straight surgical 
internships, and 2 dental internships 
in oral surgery. These start July | 
of each year. 
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Residencies 


Residency programs con- 


ducted with the cooperation of the - 


chiefs of each service, the dean of 
the school of medicine, or the dean 
of the school of dentistry. Certain 
of the programs include rotation 
though affiliated hospitals in the 
Richmond area. Senior residents are 
given the faculty rank of instructor 
and assistant residents are given the 
rank of assistant in the school of 
medicine. 

Residents are given complete 
maintenance (uniforms, room, 
board, and personal laundry) plus a 
monthly salary as follows: 

Interns (First Year) 
Junior Assistant Residents 

(Second Year) 

Assistant Residents 

(Third Year) 

Senior Assistant Residents 

(Fourth Year) 
Residents (Fourth Year) 
Residents (Fifth Year) 

Free hospitalization is given house 
staff members. A 30 percent dis- 
count is allowed for the hospitaliza- 
tion of dependent wives, or hus- 
bands, and children. An annual 
vacation of two weeks is allowed. 


Housing 


Hunton Hall is the house staff 
home. It has 81 single and 32 dou- 
ble rooms, each with connecting 
bath, lounges, reading room, cafe- 
teria, and ample recreational facili- 
ties including pool tables and tele- 
vision. 
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While housing for married mem- 
bers of the house staff is their own 
responsibility, the administration 
will help as much as possible in lo- 
cating suitable quarters. 

There are many opportunities for 
employment for the wives of house 
staff members who wish to work, 
either in the College or Hospital 
Divisions or in near-by business and 
industries. 


Cultural and medical center 


Richmond has been a center of 
medical education for more than a 
century. Located on six trunk rail- 
road lines and within 24 hours of 
75 percent of the population of the 
United States, its climate is striking- 
ly free from extremes of heat and 
cold. In or near it are located many 
institutions of higher learning, lib- 
eral, scientific and professional. 

Richmond is an historic city. Its 
museums, ante-bellum homes, and 
gardens, are well known throughout 
the country. It is 55 miles from 
colonial Williamsburg and 90 miles 
from Virginia Beach. Other resorts 
for recreation and rest are well 
within a day’s drive. 

Professionally, Richmond takes 
rank in the health-service field along 
with far larger cities. There is here 
a friendly openness and accessibility 
among physicians, dentists, pharma- 
cists, and nurses that constitutes a 
real advantage to men in both grad- 
uate and postgraduate education. 

MCV is interested in enlarging 
and developing the skills of resident 
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SERVICE 


Allergy M. Owens, ............. 
Anesthesiology Williams E. Pembleton ........... 5 
Clinical Pathology Henry G, Kupfer ................ 3 
Dermatology and Syphilology Allen Pepple ................... I 
General Practice Kinloch Nelson ................. 5 
Gynecology* Readelph Hoge .............. * 
Neuropsychiatry R. Finley Gayle, Jr. ............. 5 
Neurosurgery John M. Meredith ............ . 4 
Obstetrics Ware 12 
Ophthalmology DuPont Guerry, Ill ........... om 
Oral Surgery 

(dental residency) Atwood Wash, D.DS. .......... 2 
Orthopedic Surgery M. Josiah Hoover ....... ae: 
Otolaryngology Peter N. Pastore ............... 4 
Pathology 4 
Pediatrics Leo © Sultea, &................. 
Physical Medicine 
Radiology Frederick B. Mandeville ..... 
Surgery David M. Hume .......... ie ae 


Urology 


CHIEF 


* Residents from obstetrics and surgery rotate through gynecology 


physicians 1) in the diagnosis and 
treatment of acute medical and sur- 
gical conditions; 2) in the manage- 
ment of residual disabilities and 
long-term illness, and 3) in expand- 
ing knowledge through research. 
Over the past decade there has 
been increasing concern here re- 
garding the management of patients 
with catastrophic, long-term, and 
chronic illness. Attention has been 
focused on these problems because 


-the complex cases from the entire 


our teaching hospitals serve as a 
diagnostic and treatment center for 


region. Therefore, MCV has a major 
role in the preventive control of 
complete and total disability. 

To meet the increasing needs of 
the long-term patient, MCV has 
established a rehabilitation facility 
in its Hospital Division. This pa- 
vilion is designated The Baruch 
Center. A teaching plan has been 


Resident Physician 


develo 
of res 
in the 
educat 
furthe 
relatic 


tation 
the p 


= 
— RESIDENTS 
mum 
assisté 
term | 
pital 

plann 
care 
servic 
te 

Austin |. Dodson ................. 3 

| 

74 


as a 
r for 
entire 
najor 
ol of 


ds of 

has 
cility 
$ pa- 
aruch 


been 


sician 


developed to stimulate the interest 
of residents and visiting physicians 
inthe care of long-term illness. The 
educational program is designed to 
futher enhance the doctor-patient 
relationship through making maxi- 
mum rehabilitation information and 
assistance available to the physician. 

A patient with chronic or long- 
term illness is admitted to the Hos- 
pital Division for diagnosis and 
planning. As quickly as possible, a 
care plan (including medical, social 
service, nursing, and other rehabili- 
tation services) is worked out for 
the particular case and the patient 


is returned to the referring physi- 
cian and community. In this way, 


. long-term admissions can be kept to 


a minimum. 


The Home Care program was be- 
gun in July 1949, as a joint respon- 
sibility of the City Health Depart- 
ment and MCV. For a trial period 
it was financed by The Common- 
wealth Fund of New York. 

Its purposes are: 

@ to provide the best possible 
medical care to the indigent and 
medically indigent of the City. 


The only medical 
school in the 
Confederacy in 
existence today 
which did not 
close during the 
Civil War was 
housed in the 
Egyptian Build- 
ing, constructed 
in 1845 and still 
in use at MCV. 


a 
Home care 
af 
| 
| 
i 
7 
if j A 
MM BH November 1957, Vol. 3, No. 11 75 


@ to give house staff members, 
students, and faculty the opportu- 
nity to see and to experience the 
practice of medicine in the home. 

@ to introduce doctors-in-training 
(both house staff and students) to 
the efforts of the community and its 
various agencies to prevent disease, 
to care for the sick, to train the 
handicapped, and to restore the dis- 
abled to usefulness. It is considered 
unique that this service is admin- 
istered by the City Health Depart- 
ment while being closely integrated 
with MCV. The financial support of 
The Commonwealth Fund was vol- 
untarily discontinued at the end of 
three years because the City and the 
College were able to assume it. 

Three preceptors are in charge of 
the Home Care program; the medi- 


cal and pediatric services each has 
a house staff member assigned to 
the program at all times for pur 
poses of general supervision. |’re. 
ceptors meet with house staff mem. 
bers and students at stated times 
daily to review patient records and 
to re-visit patients as may be deemed 
desirable. One morning a_ week, 
ward rounds are made on patients 
admitted to the Hospital Division 
from the Home Care Service. 


Information 


For additional information on 
residencies write to the chairman o! 
the department (chief of service), 
For internship information, write to: 
Director, Hospital Division, Medical 
College of Virginia Station, Rich- 
mond 19, Virginia. 


Self-confidence is essential to good surgery. While 
indispensable in the operation room, this faculty is 
not developed there but in the laboratory and in the 
dissection room. There the surgeon develops “the 
x-ray eye” which penetrates the strata of the struc- 
tures to discern beyond the presenting tissue layer or 
the clot-smeared surface of an operative wound. 


—From Surgical Technigrams by F. M. Al Akl, M.D. 
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re A Great Physician 

dical Perhaps all of us at one time or another have engaged in hero 

Rich- worship. Southerners are particularly susceptible because we 
feel we have had some pretty special heroes. I have not escaped. 
But my hero was not a beribboned general on his charger . . . 
he was a physician. His only gleaming sword was a scalpel. 

What manner of physician was this man? What set him apart 
from his colleagues? 

First, he was an outstanding surgeon who could have made a 
small fortune in private practice, but he elected to teach and 
to serve those who most needed his skill. He was a “doctor’s 
surgeon”—all of the difficult cases were his—these he accepted 
as his contribution. 

During his lifetime he received about every honor his pro- 
fession could bestow. He was a great teacher of medicine; 
medical students and men in postgraduate medicine never cut 
his classes. He was our professor of surgery, having that rare 
gift of imparting knowledge and kindling inspiration. He was 
an acclaimed medical educator . . . but these are not the reasons 
he is my hero. 

Why will he be remembered in the hearts of all who knew 
him when the memory of other great surgeons and teachers 
have faded? Perhaps there are many reasons but I shall 
remember him because the qualities that bring men closer to 
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— Guest Editorial 


God were his in such rare abundance. One 
could not come near him without sensing 
his greatness. His very presence generated 
confidence. He was infinitely kind and 
considerate; yet he could lash out at what 
he considered injustice. He was humble 
without meekness or shyness. His blue eyes 
and white hair and his radiant smile were 
disarming. Naturally, his patients adored 


CHARLES P. 
CARDWELL, JR. him. He had that wonderful quality of 
iiditien compassion. His day began at seven and 
Hospital Division often he could be seen in the wards far 


Medical College of 


into the night, making rounds and minis- 


tering to those in need. 

He gave of himself without restraint. He 
never compromised on principles—nor could he tolerate medi- 
ocrity. He was above all a Christian gentleman. 

On the twenty-fifth anniversary of his tenure as professor of 
surgery, he was honored by the men he had trained. The packed 
auditorium bore testimony, far more eloquently than the spoken 
words, to the love and esteem in which he was held. Notable 
figures from the medical profession were present, his former 
residents, patients, nurses, maids, and orderlies but it was the 
expressions of gratitude from the “little people” he prized most. 
Always he had time for them when they needed him. And they 
loved him. So did we all—“to know him was to love him.” 

I only wish that all young physicians could learn from this 
man. The qualities that make him unforgettable are not beyond 
the reach of any of us. We need only seek them and bring them 
into our lives. Scientific medical education in itself, important 
as it is, is never enough to make a great physician. If we could 
only follow the example set and attain some of the fineness of 
this wonderful man perhaps we, too, might become “somebody’s 
hero.” 

Because his memory is enshrined in the hearts of all who 
knew him he will never really die. 
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Clinico-Pathological 


Conference 


Prepared and edited by Gordon R. 
Hennigar, M.D. and S. H. Choy, 
M.D., Richmond, Virginia. 


ase 177 (A6667). A 37-year-old 
colored female was admitted to St. 
Philip Hospital because of fever and 
aching “all over.” Approximately 
two weeks before admission she de- 
veloped a sore throat with cough 
and generalized aching. The sore 
throat and cough subsided in a few 
days, but the fever persisted and 
the aching became more and more 
severe to the point where the pa- 
tient was “sore all over.” The tem- 
perature apparently was sustained 
though it seemed to be lower in 
the evenings. She had no chills, no 
rash, and there had been no change 
in bowel habits. She had vomited 
twice. 
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Previous admission 

The patient had been a known 
hypertensive since a previous hos- 
pital admission three years earlier. 
At that time she was admitted be- 
cause of suspected pregnancy. Her 
blood pressure was recorded as 238/ 
148. Her general physical examina- 
tion was negative except for a mass 
in the region of the left salpinx; 
laboratory studies, including blood 
count, urinalysis, NPN, Mosenthol 
and serum proteins, were all nor- 
mal. A diagnosis of hydrosalpinx 
was made but the patient refused 
surgery and was discharged. 

Some months after this admission 
she apparently developed congestive 
failure and the referring doctor in- 
dicated that she had been maintained 
on digitoxin, mercurials and _bar- 
biturates, in spite of which she con- 
tinued to have attacks of pulmonary 
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edema from time to time. Also, she 
complained of frequent headaches. 
She had, however, been getting along 
fairly well until the onset of the 
present illness. 

She had had five pregnancies in 
thirteen years; the last, five years 
before this final admission. All were 
home deliveries and were described 
as normal. 

The patient lived in the country 
and drank unpasteurized milk. She 
stated that there were many rats 
around her home. 


Physical examination 


Temperature 101.6, pulse 130, res- 
piration 40. Blood pressure 190/120. 
The patient was well developed, 
moderately obese, appeared acutely 
ill and complained of generalized 
soreness and aching. There was 
moderate retinal arteriosclerosis with 
some A-V nicking, but no hemor- 
rhages, exudates or papilledema. 
The neck veins were slightly dis- 
tended. The lungs were clear. The 
heart appeared enlarged with a 
diffuse PMI in the 5th left inter- 
costal space, 2 cm to the left of the 
mid-clavicular line. There was a 
definite gallop rhythm. There was 
a systolic thrill and a harsh systolic 
murmur in the 2nd and 3rd inter- 
spaces to the left of the sternum 
and a softer systolic murmur at the 
apex. 

The liver was palpable 2 fingers 
breadth below the right costal mar- 
gin and was non-tender. The ab- 
domen was otherwise negative as 


were the pelvic and rectal examiva- 
tions. There was no edema of the 
extremities and the pedal pulses 
were easily felt. 

No skin eruption was noted but 
the skin was described as “tight and 
brawny with generalized tender- 
ness.” The joints did not appear 
involved. There was no significant 
lymphadenopathy. 


Laboratory 
Urine acid, 1.015 specific gravity, 
2 plus albumin, negative sugar and 


acetone, occasional WBC and a few . 


granular casts microscopically. RBC 
4,200,000; Hbg. 12.5 grams; WBC 
21,200 with 89 polys, 1 bas. 4 
lymphs., and 4 monos. NPN 41 
mgm%. Sedimentation rate 60 mm 
in one hour. Chest x-ray showed an 
enlarged aortic type heart with a 
69% C-T ratio and diffuse widening 
of the aorta. The lung fields were 
clear. An EKG showed a rate of 
125 per minute with P-R .18; Q-S 
.08 and was interpreted as left ven- 
tricular strain with digitalis effect. 


Course 


Following admission the patient’s 
temperature remained around 102 
(R) for the first five days. The 
pulse also remained elevated, 100- 
110/min. Several blood cultures 
were obtained, all of which were 
subsequently reported as negative. 
and the patient was started on crysti- 
cillin, 600,000 units every six hours. 
and streptomycin, 0.5 grams every 
six hours. She was continued on 
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digitoxin and given codeine for pain. 

She appeared to improve some- 
what after the first week and her 
temperature became almost normal. 
However, she continued to complain 
of generalized soreness and aching 
and frequently complained of pains 
in her chest posteriorly. A repeat 
WBC shortly after admission showed 
19,800 cells with 79 polys., 5 eos., 1 
bas., 12 lymphs., 3 monos; several 
repeated counts showed a persistent 
leukocytosis to as high as 26,000 
with a differential similar to the sec- 
ond count. The hemoglobin dropped 
slowly to around 9 grams. Repeated 
urinalysis showed no change until 
the day of death when 10-12 RBC 
were noted for the first time. The 
NPN rose gradually to 184 mgm%. 

Repeated chest films showed sev- 
eral patchy densities above the dome 
of the right diaphragm and later, a 
density in the left costo-phrenic 
angle. 

Following the apparent initial im- 
provement the patient started going 
downhill, became more and more 
lethargic, and expired on the 27th 
hospital day. An autopsy was per- 
formed. 


Clinical discussion 


Dr. W. T. Thompson, Jr.*: The 
problem in reviewing a CPC protocol 
is to separate the wheat from the 
chaff so to speak, to arrange the 
signs and symptoms in proper se- 
quence, to evaluate them properly 
and then to fit them into a clinically 
recognized syndrome if possible. 
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With these points in mind let us ex- 
amine today’s protocol. 

The case is essentially that of a 
middle-age, colored female who de- 
veloped a febrile illness which was 
characterized by intense generalized 
aching and soreness, marked leuko- 
cytosis, pulmonary changes, and 
death in 41 days in what appeared 
to be renal failure. 

In addition she had skin described 
as “tight and brawny with general- 
ized tenderness,” a marked tachy- 
cardia, a moderate eosinophilia, a 
gradually developing anemia, and a 
very rapid sedimentation rate. The 
onset was quite non-specific with 
cough, sort throat, vomiting twice 
and generalized aching. 

She had been a known severe 
hypertensive for three years when 


her blood pressure was recorded as 
238/148. 


Heart involvement 


That she had significant hyperten- 
sive heart disease was evidenced by 
recurring bouts of pulmonary edema 
in spite of what seemed to be good 


treatment. This suggests that her 
heart was seriously involved prior 
to the terminal febrile illness, al- 
though on final admission she had a 
markedly enlarged heart, a gallop 
rhythm indicating a dilated, failing 
myocardium, the aforementioned 
tachycardia, distended neck veins 
and a palpable liver. 

The electrocardiogram showed the 


* Chief, Medical Service, Veterans 
Administration Hospital, Richmond, Va. 
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expected left ventricular strain pat- 
tern with digitalis effect, and the 
chest x-ray showed an enlarged 
aortic type heart with increased 
cardio-thoracic ratio. An important 
fact is that while there was moderate 
retinal arteriosclerosis with some 
A-V nicking, there were no hemor- 
rhages, exudates or papilledema. It 
is interesting to note that she was 
able to go through her serious 
febrile, terminal illness without 
further cardiac disability or at least 
without evidence of marked cardiac 
failure. 


Malignant hypertension 


What are the probable diagnoses? 
Is the key to this puzzle one of the 
two most obvious presenting physical 
findings—that is, the extreme hyper- 
tension, or the systolic murmur at 
the left base, associated with a 
thrill? I do not think so. While a 
rapidly progressive hypertensive 
cardiovascular disease which has 
now entered a so-called malignant 
phase with necrotizing arteriolitis is 
a possibility, nevertheless I do not 
think it is likely because of the rela- 
tively minor eye ground changes, the 
lack of blood in the urine and the 
general clinical course of marked 
muscular tenderness, skin changes, 
fever, leukocytosis, absence of gas- 
trointestinal symptoms, etc. 

Malignant hypertension alone 
could not explain this picture. Some- 
thing else would have to be postu- 
lated with it. 

While a murmur and thrill should 


never be discounted, nevertheless | 
do not see how a clinical pattern 
can be developed around this find. 
ing. The patient was hospitalized 
and examined carefully three years 
ago at which time no murmur was 
noted. To my mind this must rule 
out a congenital lesion. The most 
probable congenital lesion produc- 
ing this type of murmur is an inter- 
atrial septal defect. An atrial septal 
defect often gives symptoms which 
arise in childhood. Should one sur- 
vive until later life, the individual 
is often frail or poorly developed and 
has cyanosis associated with activ- 
ity. In addition there is usually a 
right ventricular EKG pattern and 
the chest x-ray shows an enlarged 
right auricle and ventricle. 
Acquired lesions which would 
give this murmur are very difficult 
to visualize. This murmur is located 
in the wrong place for aortic valvular 
disease and yet aortic stenosis on a 
rheumatic basis is by all means the 
most usual cause of a systolic thrill 
at the base. The cardio-dynamics 
of this patient would also rule out 
the possibility of her having any sig- 
nificant aortic stenosis. Acquired 
pulmonary valve lesions would be 
extremely difficult to postulate, and 
we have no reason to suspect coro- 
nary occlusion with subsequent rup- 
ture of the interatrial septum. In 
addition, all of these speculations 
as to the cause of the murmur would 
ignore many other features of the 
illness such as the hypertension and 
the terminal renal failure. 
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Could this patient have had some 
type of congenital endocardial defect 
which was overlooked three years 
ago, then developed high blood pres- 
sure and now terminally has an acute 
bacterial endocarditis with death 
from involvement of the kidneys? I 
think not. We have no reason to 
suspect an acute bacterial endo- 
carditis. Repeated blood cultures 
were negative; there was no evidence 
of septic emboli, there was no 
splenomegaly and she was unre- 
sponsive to combined antibiotic 
therapy. 

In my experience the diagnosis 
of a bacterial endocarditis on the 
basis of murmur and fever alone 
without the development of support- 
ing evidence is highly speculative 
and usually wrong. 


Possibility 


It seems to me that the etiologic 
categories that should be considered 
are malignancy, infection and col- 
lagen disease. Malignancy is always 
a possibility in any febrile fatal ill- 
ness. Those which are particularly 
apt to present as an obscure, seri- 
ous, febrile illness are carcinoma of 
the body of the pancreas, primary 
carcinoma of the liver, particularly 
cholangioma, adenocarcinoma of the 
kidney, and Hodgkin’s sarcoma. 
However, there was no evidence of 
organ involvement, there were no 
metastases, there was no evidence 
of lymph node involvement, there 
was little inanition, and death was 
due to renal failure. This would 
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assume also that the hypertensive 
cardiovascular disease was unrelated 
to the terminal illness. 

A statement in the protocol that 
immediately demands our attention 
is that there were many rats around 
her home and she drank unpasteur- 
ized milk. Infections which classi- 
cally cause fever and muscle pains 
and are suggested by the above state- 
ment are brucellosis, trichiniasis and 
leptospirosis. Furthermore these 
three diseases are relatively unre- 
sponsive to the antibiotic therapy 
employed. None of them quite ex- 
plains the total picture, however. For 
example, brucellosis ordinarily does 
not run this type of course, and 
lymphadenopathy, often splenome- 
galy, and normal white count with 
relative lymphocytosis are usually 
found. Furthermore there were 
negative blood cultures and no men- 
tion was made of agglutinations. 
Trichiniasis can certainly cause 
muscle pains and leukocytosis. How- 
ever, there were not the prodromal 
symptoms of gastrointestinal inva- 
sion, there was no marked eosino- 
philia, there was no edema or puffi- 
ness of the eyes, and trichiniasis 
when fatal usually terminates in 
pneumonia, cachexia or cardiac fail- 
ure rather than renal failure. 

The possibility of leptospiral dis- 
ease is very intriguing. There is ex- 
posure to rats and there are severe 
muscle pains, fever, leukocytosis, 
palpable liver, heart involvement, 
lung involvement, headaches and 
terminal renal death. 
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While leptospirosis was once con- 
sidered to be rather rare and the 
only recognized agent in this country 
was L. Icterohemorrhagiae, it is 
now recognized that this is a much 
more frequently encountered disease 
of protean manifestations caused by 
a number of leptospiral strains. 
However, there is little evidence of 
central nervous system involvement 
except for the headaches, there is no 
conjunctivitis and there is no jaun- 
dice. Although many cases of lepto- 
spirosis do not have jaundice, I 
could find only two instances of fatal 
disease that did not have jaundice 
as a prominent feature. Further- 
more there is a poor time relation- 
ship because fatal cases of lepto- 
spirosis usually terminate in the sec- 
ond to third week. In general, again, 
as in the case of malignant diseases, 
hypertensive cardiovascular disease 
would have to be postulated as total- 
ly unrelated to the fatal illness. 

As clinical and pathological pic- 
tures are increasingly correlated, 
collagen diseases are more frequent- 
ly diagnosed and are recognized to 
be a significant cause of illness. The 
term applies to a highly interesting 
group of diseases in which the 
ground substance, intercellular ma- 
terial, is involved in varying degrees 
of edema, fibrinoid degeneration, 
proliferative reaction and leukocytic 
infiltration. The diverse clinical 
picture and the classification de- 
pends upon the structures involved. 

While the underlying pathology is 
frequently very similar except for 


the degree and tissues affected, nv y- 
ertheless there is no excuse to groi.p 
them together and consider that “col- 
lagen disease” is a single diagnosis, 
The clinical picture, course, prog- 
nosis and treatment varies strikingly 
from one category to the other and 
hence it is extremely important to he 
as specific as possible in making a 
diagnosis of the type of collagen dis- 
ease. 

Because of the involvement of 
muscle and skin, dermatomyositis 
and scleroderma are the first col- 
lagen diseases to be considered. 
However, there is no muscle wasting 
or progressive involvement of skin 
and muscles, and there is a leuko- 
cytosis instead of the usual normal 
count, and death from renal failure 
instead of the usual inanition, in- 
fection and heart failure. 

In regards the dermatomyositis, it 
is interesting to note that there is 
a high incidence of pelvic tumors 
associated with this and there is 
often improvement following _re- 
moval of the tumor. This woman 
was noted to have a pelvic mass 
when she was hospitalized three 
years earlier. On the present hos- 
pitalization, however, it was not 
noted so there is no reason to suspect 
a tie-up between the pelvic mass 
and the possible diagnosis of der- 
matomyositis. If dermatomyositis is 
suspected in any case, however, a 
malignancy should be diligently 
searched for. 

Systemic lupus _ erythematosis 
should be considered because we are 
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dealing with a woman with muscle 
pains, pulmonary changes, heart and 
kidney lesions. However, hyperten- 
sion and leukocytosis are most un- 
usual and, in fact, unless unrelated 
diseases are postulated, the diag- 
nosis of systemic lupus erythema- 
tosis cannot be made in the face of 
hypertension and marked leukocy- 
tosis. An interesting feature of 
systemic lupus erythematosis is Lib- 
man-Sacks endocarditis. We might 
wonder if this could involve the pul- 
monary valve instead of the mitral 
valve which is usually affected and 
whether this could so condition the 
valve that bacterial endocarditis de- 
veloped. This could explain the 
marked fever, the murmurs and the 
leukocytosis. However, again we 
have negative blood cultures and no 
embolic phenomena. 

The final collagen disease to be 
considered is polyarteritis. Against 
this diagnosis is the sex of the pa- 
tient, for the incidence is higher in 
men, the absence of GI symptoms 
which are frequently seen as a very 
prominent part of polyarteritis, and, 
most disturbing of all to me, the ab- 
sence of hematuria until the day of 
death. This latter, however, may 
not be an accurate finding for unless 
repeated urinalyses are done, micro- 
scopic hematuria can easily be 
overlooked. 

This diagnosis, however, cannot be 
dismissed for it alone can best ex- 
plain the total clinical picture. It 
has been said that the combination 
of fever and hypertension should 
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always make one think of polyar- 
teritis. In addition it is character- 
ized by severe muscle pain and sore- 
ness, activity in the myocardium, 
pulmonary changes, marked leuko- 
cytosis, a very rapid sedimentation 
rate, progressive anemia, moderate 
eosinophilia and death in renal 
failure. 

CuinicaL 
nodosa. 


Polyarteritis 


Pathological discussion 

Dr. Gorvon R. Hennicar*: At 
autopsy there was a slight serous 
effusion in the left pleural cavity 
(100 cc) and pericardial sac (50 
cc). Old fibrous adhesions were 
present in the pelvis. The heart 
weighed 600 gm and showed marked 
left ventricular hypertrophy and 
dilatation. The coronary arteries 
in the epicardium showed multiple, 
small, white, firm nodules. The 
mitral valve showed slight nodularity 
of the cusps and minimal thickening 
of the chordae tendineae. 

The aortic valve also showed some 
nodular thickening of the leaflets 
without great deformity of the valve. 
The tricuspid valve showed adhesion 
of its septal cusp to the interventricu- 
lar septum. The myocardium was 
pale and contained no focal lesions 
grossly. The coronary arteries 
showed in addition to the nodular 
thickening of the walls slight athero- 


* Professor of Pathology, State Uni- 
versity of New York College of Medi- 
cine at New York City, Brooklyn, N. Y. 
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sclerosis in the proximal portions. 
The lungs were collapsed and 
showed spotty foci of atelectasis. 

The liver was moderately enlarged 
and the free edge was blunt. The 
cut surface was pale and the small 
blood vessels in the portal spaces 
appeared to be markedly thickened. 
The spleen showed prominent Mal- 
pighian corpuscles. The adrenals 
were very remarkable in that the 
periadrenal fat was markedly in- 
durated and contained extremely 
thick-walled vessels. The kidneys 
showed very coarsely granular cap- 
sular surface of one kidney was 
were densely adherent. The cap- 
sular surface of one kidney was 
pitted by numerous depressed scars. 
On cut section, the corticomedullary 
junctions were indistinct and the 
cortical substance was mottled with 
hyperemic spots and pale yellow 
areas of necrosis. The arcuate and 
interlobar arteries were very promi- 
nent and surrounded by white trans- 
lucent perivascular scar. 


Microscopic 


Microscopically, there was found 
a wide-spread, fulminant, necrotiz- 
ing vasculitis of medium-sized and 
small arteries of the kidneys, adren- 
als, liver, esophagus, intestine, ap- 
pendix, striated muscle, uterus, 
ureter and adventitia of the aorta. 
The arteritis was characterized by 
acute, fibrin-fibrinoid necrosis of the 
entire thickness of the vascular wall, 
which was associated with neutro- 
philic and eosinophilic infiltration. 
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Plasma cells, lymphocytes and mic. 
rophages were also present in ihe 
perivascular exudate. Many small 
arteries were completely occluded by 
thrombosis or by reactive inflam. 
matory change in the wall, causing 
thickening of the latter. 

The heart showed hypertrophy of 
the myocardial fibers and focal in- 
terstitial fibrosis and perivascular 
condensation of collagen. No Aschoff 
bodies were found. The coronary 
arteries showed marked subintimal 
proliferation with atrophy of the 
media. No cellular reaction was de- 
tected in the arterial walls. The 
left ventricular hypertrophy was sec- 
ondary to persistent hypertension 
which preceded the terminal, ex- 
plosive illness by some three years. 
Evidence of focal polyarteritis was 
present in less than 50% of the 
series of cases studied by Griffith and 
Vural. 

The close relationship of polyar- 
teritis to rheumatic fever has been 
reported frequently in the literature. 
Ophuls in 1923 noted a history of 
recent bouts of rheumatism or an on- 
set of polyarteritis following acute 
tonsillitis as experienced by our 
patient. A decade later, Friedberg 
and Gross reported that four out of 
eight cases of periarteritis nodosa 
suffered from acute rheumatic val- 
vular disease of rheumatic fever 
with Aschoff bodies demonstrable in 
the myocardium. In the present 
case we noted nodular thickening of 
the aortic and mitral valve cusps 
and adhesion of the tricuspid valve 
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to the interventricular septum which 
were suggestive of rheumatic process 
but no Aschoff bodies could be 
found in the valves or in the myo- 
cardium even though there was peri- 
vascular scarring. 

Sections through the kidneys re- 
vealed severe necrotizing arteritis 
of small renal arteries and marked 
interstitial nephritis rich in eosino- 
phils. Recently Hennigar and 
Thornton reviewed 23 cases of peri- 
arteritis nodosa among 10,000 au- 
topsy cases at the Medical College 
of Virginia Hospitals occurring dur- 
ing the years of 1935-1955. The 
kidneys in these cases of periar- 
teritis nodosa were usually large and 
swollen with smooth congested cor- 
tical surfaces. Often petechial hem- 
orrhages could be seen shining 
through the capsule giving a flea- 
bitten appearance. On section, the 
cortex was swollen, the cortical 
markings were indistinct, and there 
was red and yellow mottling. Oc- 
casionally there were small grey 
nodules or “knotchenbildung” in the 
cortex corresponding to the affected 
glomeruli. Infarcts were seen in 
three cases. One case showed the 
scarring of old pyelonephritis. 
Aneurysm of the renal artery .was 
noted in one case. 

The microscopic features of the 
kidneys in the cases of periarteritis 
nodosa were as follows: 

The kidneys in 12 cases were the 
seat of glomerulonephritis. Three 
of these showed no renal vascular 
lesions. This glomerulonephritis 
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was manifested by fibrinoid change 
in the glomerular tuft, marked cel- 
lular proliferation with crescent for- 
mation and a periglomerular inflam- 
matory infiltrate rich in eosinophils. 
In one case, there was complete 
necrosis of the glomeruli. One case 
showed the presence of giant cells. 
The cellular proliferation differed 
from that of the usual subacute 
glomerulonephritis in that the “cres- 
cent” completely encircled Bow- 
man’s capsule and was not confined 
to one side. Surrounding the af- 
fected glomeruli were varying de- 
grees of inflammatory cell infiltra- 
tion consisting of plasma cells, lym- 
phocytes, segmented neutrophils and 
eosinophils. Healed glomerular le- 
sions characterized by varying de- 
grees of collagenization were noted 
in seven cases. 


Tubules 


Only minor nonspecific changes 
were noted in the tubular epithelium. 
Blood was seen in the tubular lumens 
in 15 cases, hyaline casts were noted 
in 15 cases, and cellular debris was 
seen in 8 cases. 


interstitium 


One constant finding in all 23 
cases and the only change found in 
two cases was the presence of an 
interstitial nephritis in which eosino- 
philic infiltration was prominent. 
This was reminiscent of the eosino- 
philic nephritis seen in sulfonamide 
hypersensitivity. 

Vascular lesions typical of peri- 
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arteritis nodosa were present in 19 
out of the 23 cases. These were 
seen chiefly in the smaller muscular 
arteries such as the arcuate and 
interlobar arteries. They were char- 
acterized by intense fibrinoid change 
in the muscularis, fragmentation of 
the elastica, intimal proliferation, 
periarterial inflammatory infiltration 
rich in eosinophils, and aneurysmal 
dilatation. Healed vascular lesions 
consisting of various degrees of 
scarring were noted in six cases. 
In: the case treated with ACTH, vas- 
cular scarring was marked and led 
to the demise of the patient due to 
the marked reduction of the renal 
blood flow. 

Fourteen out of thirty patients 
studied by Ralston and Kvale had 
renal symptoms in the following or- 
der of frequency: intermittent or 
persistent pain in the lumbar region, 
nocturia, dysuria, gross hematuria, 
anuria and incontinence. The sig- 
nificance of routine urine analyses 
in the evaluation of renal involve- 
ment was emphasized. Although 
renal symptoms were present in only 
45% of the patients in this series, 
abnormal urinary findings were .de- 
tected in 89%. 

In three out of twenty cases in 
which hypertension was present, an 
elevation of blood pressure suggested 


renal involvement in spite of the in- 
ability to demonstrate microscop- 
ically vascular changes in the kid- 
ney. Conversely, only 17 developed 
hypertension among 24 cases with 
vascular lesions in the kidney. 

The death in this case was due to 
generalized periarteritis nodosa and 
renal failure. 

PaTHOLocicaL Dracnosis: 

Periarteritis nodosa, generalized 

Myocardial dilatation and hyper- 
trophy 

Adhesion of tricuspid valve to the 
interventricular septum 

Eosinophilia of bone marrow and 
spleen 

Arteriolar and arterial nephroscle- 
rosis 

Minimal endarteritis obliterans of 
the coronary arteries 

Perivascular scarring of the myo- 
cardium 


Friedberg, C. K. and Gross, L.: Periarteritis 
nodosa (necrotizing arteritis with a note on 
abdominal rheumatism) associated with rheu- 
matic heart disease. Arch. Int. Med. 54:170, 


1934. 

Griffith, G. C. and Vural, |. L.: Polyarteritis 
nodosa; a correlation of ‘clinical and post- 
mortem findings in seventeen cases. Circulation 

2481 

Hennigar, G. R. and Thornton, J. L.: The 
kidney in periarteritis nodosa. To be pub- 

Oph W.: Periarteritis acuta nodosa. 
‘Med. 32:870, 1923. 

Ralston, D. E, and ‘Kvele, W. F.: The renal 
lesions of periarteritis nodosa. Proc. Staff 
Meet., Mayo Clin. 24:18, 1949. 
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PNs are not RNs 


Let’s Be Practical 


..- about practical nurses 


The need for more nurses continues to plague 
hospitals. Practical Nurses now bear an increased 
burden of duties once considered the sole domain 
of RNs. The resident can do much to ease the 
situation by knowing the training required of PNs 
in his hospital, and by understanding what they can 
and cannot be expected to do in patient care. 


F.. many years the readers of this 
journal have been very much aware 
of the problem commonly referred 
to as the “Nursing Shortage.” 

The phrase has been so often 
used, in fact, that the words have 


almost become inseparable, like 
“juvenile” and “delinquent.” Repeti- 
tion, unfortunately, tends to have 
an effect opposite to that desired; 
the impact and sense of emergency 
becomes dulled. 

And human nature being what 
it is, such things as “drives,” ap- 
peals, crusades, slogans, and “spot” 
announcements in theatres, on TV 
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and radio make little lasting im- 
pression unless one is personally 
involved. 

Thus, it is entirely possible that 
something of a minor revolution 
could take place in the field of nurs- 
ing without it being immediately 
apparent, even to physicians. 


An attitude 


If most residents are like myself, 
they tend to take for granted such 
mundane and “non-science” fields 
as nurses’ training, medico-legal 
problems, insurance, or administra- 
tive red tape. 
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This is perhaps justifiably ration- 
alized by our being swamped in 
medical school with the immediate 
problems of studying and passing 
examinations. 

However, ‘it is still a rather rude 
awakening to find during, and most 
certainly after, internship, that these 
matters loom in importance. While 
the laity may be forgiven for its 
ignorance of the inner workings of 
hospital life (“Are you a real doctor 
or an intern?”), we obviously can- 
not afford the luxury of such an 
attitude. 

To the public, a nurse is a nurse, 
whether she be professional or prac- 
tical. 

To the resident physician, there 
can be a significant difference. 


Increased importance 

The simple fact that we have been 
living with this “shortage” for sev- 
eral years while hospitals remain 
operational seems paradoxical. Fail- 
ure to recruit sufficient professional 
nurses, or to hold them in hospitals 
after their graduation, coupled with 
our rising population and increased 
number of hospital beds could very 


Taking his M.D. at Syracuse University in 1951, 


easily have led to mass closing of 
many hospital floors. This, in tu-n, 
could have very seriously affecied 
the number of internship and resi. 
dency training programs availa)le 
to us. That such catastrophes have 
not occurred, however, can be at- 
tributed to the tremendous increase, 
both in numbers and in relative im. 
portance of the individual known as 
the Practical Nurse. 

The term Practical Nurse is not. 
of course, a new or unfamiliar one. 

What is new is the fact that there 
are as many, if not more, practical 
nurses in hospitals today, as there 
are professional nurses. Apart from 
our interest in this individual from 
the point of view of our residencies 
still being open, we are obviously 
vitally concerned with the qualifica- 
tions of people who are constantly 
with our patients, to whom we may 
give instructions in many cases, and 
who may report to us on patient 
condition. 

After several incidents, some irri- 
tating, some embarrassing, and. after 
conversation with other residents in 
various areas, I decided to find out 
exactly what was happening through- 


About the author was recalled by the Air Force during 
The the Korean action, interning at Walter Reed Army 
Author Medical Center. Subsequently he served as a 


flight surgeon with the Strategic Air Command, 
and after his release he became an assistant 


resident at Stanford University Hospital. Now at a New York City 
hospital, the author is in his final residency year as chief resident in 


obstetrics and gynecology. 


Resident Physician 


out 
tha 
of | 
the 
plo 
F or 
dut 
we 
tan 
fro 
der 
ma 
> cee 
of 
an 
ing 
“ny 
joi 
ne 
wl 
Or 
sn 
re 
. 
pi 
tw 
we 
nt 
pi 
in 
m 
90 N 


out the country. It seemed to me 
that information about the training 
of practical nurses, the responsibility 
they were allowed, the type of em- 
ployment available to them, whether 
or not they could be used as private 
duty “specials,” and in general what 
we could expect (and more impor- 
tant, what we could not expect) 
from them would be valuable. Un- 
derstanding a given situation can 
make our busy days and nights pro- 
ceed with less duodenal irritation. 

In addition, with more knowledge 
of the over-all picture, we can play 
an important role during this try- 
ing transition period. 


Just recently, as an example of 
“most embarrassing moments,” I 


joined some friends in a restaurant 
near the large department store 
where they were employed. 

There were other people present. 
One young lady was introduced to 
me as the store nurse. Hearing me 
introduced as “Doctor,” the usual 
small talk ensued, during which she 
remarked how much she missed hos- 
pital work. 

In my best professional, just-be- 
tween-us-manner, I answered. that 
we could use every professional 
nurse we could get back into hos- 
pitals, and that there were larger 
numbers of practical nurses work- 
ing now than when she’d been in 
a hospital, some five years ago. 

With a wry smile she informed 
me she was a practical nurse. 
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Now, I had meant no offense. . . . 
[ simply had no idea that a store 
nurse, or a factory nurse, or first 
aid room supervisor could be a 
practical nurse. Had I been as in- 
formed as a physician should be I 
wouldn’t have found myself splut- 
tering to smooth over a social fluff. 
Even more important, however, than 
avoiding such an experience out- 
side the hospital, is not allowing 
anything similar to occur in the 
hospital where we work and live. 


Prerequisites 

What then is a Practical Nurse? 
The National Association for Prac- 
tical Nurse Education Headquarters 
in New York City lists the following 
prerequisites for their training: 

@ More than 18, but under 25 
years of age, and have completed at 
least 2 years of high school, or 

@ More than 25, and a graduate 
of an elementary school—or can pre- 
sent evidence of equal experience 
and study (night school, for ex- 
ample). 

@ Good health 

@ An understanding of people 
and a desire to help them. 

@ Mature judgment and sense of 
responsibility. 

It is obvious, on reviewing these 
prerequisites, that almost any in- 
dividual showing an interest can 
meet the qualifications. When con- 
trasted with the prerequisites of pro- 
fessional nurses’ training (a mini- 
mum of a high school diploma, for 
one), certain technical limitations in 
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PRACTICAL NURSE EDUCATION 


STATE 


SEPARATE LENGTH 
LAW COURSE 


SEPARATE BOARD 
OF EXAMINERS 


Alabama 


9-12 months 


No 


Alaska 


No 12 months 


No 


Arizona 


12 months 


No 


Arkansas 


Yes 


California 


Yes 12 months 


Yes 


Connecticut 


No 12 months 


No 


Delaware 


Florida 


No 12 months 


Georgia 


Yes 12 months 


Hawaii 


10 months 


Idaho 


No 9 months 


Indiana 


No 12 months 


lowa 


12 months 


Kansas 


9-12 months 


Kentucky 


No 12 months 


Louisiana 


Maine 


9-12 months 


Maryland 


Massachusetts 


15 months 


Michigan 


12 months 


Minnesota 


9-12 months 


Mississippi 


12 months 


Missouri 


No 


Montana 


No 
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4 Yes = 
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No —_—— No 
ilinois No 
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LICENSURE STATE BY 


STATE 


SEPARATE 
LAW 


STATE 


LENGTH OF SEPARATE BOARD 
COURSE OF EXAMINERS 


Nebraska No 


12 months 


Nevada 


New Hampshire 


New Jersey 


12 months 


New Mexico 


12 months 


New York 


9-18 months 


North Carolina 


12 months 


North Dakota 


9-12 months 


Ohio 


Oklahoma 


9 months 


Oregon 


9 months 


Pennsylvania 


12 months 


Puerto Rico 


12 months 


Rhode Island 


12 months 


South Carolina 


9-12 months 


South Dakota 


12 months 


Tennessee 


9-12 months 


Texas 


12 months 


Utah 


12 months 


Vermont 


12 months 


Virginia 


9 months 


Washington 


12 months 


West Virginia 


12 months 


Wisconsin 


9-12 months 


Wyoming 
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the practical nurse become more 
understandable. 


Training 


How about training? There are 
some 78 schools in the United States, 
and one each in Puerto Rico and 
the District of Columbia approved 
by the National Association for 
Practical Nurse Education. 

However, there are about 530 
schools throughout the country ac- 
credited by the individual state ap- 
proving authorities, as of February, 
1957. 


The schools are distributed, as 


one would expect, in relation to 
area and, population of the various 
states. New York and California, 
for example, have about 35 each, 
Maine and Hawaii have 1 each, 
and Texas has more than 80 state- 
approved schools of practical nurs- 
ing. 

The courses vary in length from 
9 to 18 months, with most being 
one year. The caliber of the train- 
ing naturally varies, as in any field, 
but perhaps to a greater degree. 
The best ones, of course, are ap- 
proved by the NAFPNE. 

In general, instruction is given 
in lecture rooms and on hospital 
floors, with emphasis on the latter. 
Teaching is done by professional 
registered nurses, with physicians 
assisting from time to time with 
certain lectures. The course is some- 
what similar to the first year of pro- 
fessional nurses’ training, with less 
emphasis on chemistry, pharma- 


cology, and biology, and more on 
what is called “nursing arts.” The 
latter includes bedmaking, backrubs, 
bathing of patients, feeding of pa- 
tients, and some instruction in pa- 
tient-nurse, and doctor-nurse rela- 
tionships. 


Licensure 


On completing the course a licens- 
ing examination is taken. In general, 
the applicant must be a graduate 
of a school approved by the state, 
before being permitted to take the 
examination; depending on the need, 
and individual state laws, excep- 
tions do occur. A graduate from one 
state may secure licenses in other 
states, depending upon school and 
records. 

In most states the nurse is known 
as a Licensed Practical Nurse, or 
L.P.N. In California and Texas, the 
terminology is Licensed Vocational 
Nurse, or L.V.N. Other titles such 
as Nurses’ Aide (Puerto Rico), 
Trained Practical Nurse, (Wiscon- 
sin), and _ Registered Practical 
Nurse, (Virginia), are also still in 
use. 

Some states have enacted separate 
licensing laws for practical nurs- 
ing. Others have mandatory laws 
(Arkansas, Idaho, Louisiana, Ne- 
vada, New York, Rhode Island, and 
Hawaii.) A few even have a sepa- 
rate Nursing Board of Examiners. 


Military 
The U. S. Army has a course on 
the practical nurse level from which 
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more than 700 enlisted men and 
women have been graduated since 
1949. These graduates are known 
as Clinical Technicians or Clinical 
Specialists, and are employed on 
hospital wards. Formerly, this course 
closely paralleled the curriculum of 
schools approved by the NAFPNE, 
but has recently been revised to suit 
changing needs. 

The Air Force does not have train- 
ing schools of its own; but it does 
employ civilians with training com- 
parable to that of a practical nurse. 
They are termed “Nursing Assist- 
ants,” and begin at the GS-3 Civil 
Service level; recently, they have 
been authorized to wear blue uni- 
forms while on duty in Air Force 
hospitals. 


The Navy, like the Army, trains 
its enlisted personnel in hospital 
corps schools on the same level as 
that approved by the NAFPNE. In 
no instance are commissions given 
practical nurses directly, as with 
professional registered nurses. 


Identification 

How can the resident identify a 
Practical Nurse? 

The answer, simply and unfortu- 
nately, is that we may not be able 
to, unless we ask. 

Obviously, this is not desirable; 
such a question may easily be mis- 
interpreted and even resented. The 
cap, color of uniform, and pin may 
or may not resemble the classic, 
familiar garb of the professional 
nurse. Each school apparently has 
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the authority to establish the grad- 
uates’ uniform, with differences seen 
even in the same city. 

Often the pin will bear the words 
“Practical Nurse,” but they may be 
readable, or minute in size . . . or 
inscribed in Latin. 

Contrary to popular belief, the 
cap too may be identical to those 
worn by professional nurses, of any 
shape, with or without a black band. 
In the hospitals run by the City of 
New York, for example, the P.N. 
is required to wear a_ circular 
shoulder patch bearing the words 
“Practical Nurse.” In California the 
P.N. wears a grey uniform, may not 
wear “regulation” white hose, and 
has the letters “L.V.N.” printed on 
her cap. Other variations, some 
more or less subtle are encountered, 
depending upon the different de- 
gree of sensitivity of the local pro- 
fessional and practical nursing so- 
cieties. 


Duties 


In a “Statement of Functions of 
the Licensed Practical Nurse” 
adopted by the Executive Board of 
the National Federation of Licensed 
Practical Nurses, and by the Board 
of Directors of the American Nurses 
Association, in January 1957, the 
following appears: 

“The fundamental role of the li- 
censed practical nurse is nursing 
care of patients in those instances 
where the nursing needs do not re- 
quire the constant attention of the 
professional nurse. The ultimate re- 
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sponsibility for evaluating the nurs- 
ing needs of patients, for develop- 
ing nursing care plans, and for dele- 
gating appropriate nursing functions 
rests with the professional nurse. 
Responsibility for continuing evalu- 
ation of nursing service, for teach- 
ing and guidance of nursing person- 
nel also ultimately rests with the 
professional nurse. It is recognized 
that in their care of patients, the 
licensed practical nurse sometimes 
works under the direction of the 
licensed physician without profes- 
sional nurse supervision. The essen- 
tial contribution of the licensed prac- 
tical nurse in today’s health serv- 
ices can best be made where sound 
professional direction is continually 
provided.” 

Of necessity, in any document 
drawn up as a guide, the language 
is rather general. It naturally fol- 
lows that there will be great varia- 
tion in interpretation, and in fact 
there is a tremendous variation in 
the amount of responsibility and 
type of duties given the practical 
nurse from state to state, city to 
city, and in hospitals in the same 
locale, depending on _ individual 
needs. : 

Emergency situations demand em- 
ergency measures. The “Statement 
of Functions” further states: “In 
any situation, the licensed practical 
nurse should perform only those 
acts for which he or she has been 
prepared, bearing in mind the in- 
dividual’s personal responsibility 
under the law.” 
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Obligation 

As house staffers and future prac- 
titioners, we may not always he 
advised of the number of practical 
nurses and professional nurses in 
our hospitals, but we nevertheless 
are obliged to familiarize ourselves 
with such data. Not only will our 
instructions be given differently 
(and perhaps more patiently), but 
our teaching responsibilities to this 
group are much greater than with 
professional nurses. This is particu- 
larly true if we are working directly 
with the P.N., without an immediate 
professional nurse supervisor, as 
may occur in isolated instances at 
certain times in any hospital. This 
is equally true if a practical nurse is 
used as a private duty, or “special” 
nurse, either in the hospital or in 
the patient’s home. Again, depend- 
ing on the needs of the local areas, 
a practical nurse may or may not 
be allowed in the hospital as a spe- 
cial private duty nurse. (Whether or 
not they are permitted to assume 
nursing responsibilities in industrial 
plants, first aid rooms, or department 
stores also varies from state to 
state.) 

In one hospital for example, the 
Licensed Practical Nurse is prohib- 
ited from private duty, must wear 
identifying insignia, and is always 
under the direct supervision of a 
professional nurse. We do not deal 
directly with her, and her duties are 
limited to taking (not charting) tem- 
peratures, measuring intake and 
output, and bedside care. She 
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writes nothing in the “Nurses’ 
Notes” section of the patient’s chart. 
This, obviously, is ideal. 

Being realistic, however, we know 
that in another hospital, an equally 
fine institution, (or even in our first 
hospital, on a different shift), the 
professional nurse may be in over- 
all charge of a section or wing, with 
individual wards under her being as- 
signed to practical nurses. In such 
an instance, the P. N. will obviously 
fill in the “Nurse’s Notes” observa- 
tions, and perhaps be the one with 
responsibility for calling the intern 
or resident. Also, private duty 


nurses in this hospital may also be 
practical nurses; they will also call 
the house staff physician. 

Needless to say, individual differ- 
ences in this group are bound to 


present themselves. These differ- 
ences in interest, motivation, nurse- 
patient rapport, and training back- 
ground may vary considerably; these 


differences are clear if we have an 
understanding of the prerequisites, 
training, and emergency need for 
the Practical Nurse. 


Our approach 

The problem will be with us for a 
long time to come. There are num- 
erous plans being investigated, one 
of which is to make the registered 
nurse course a standardized two 
years, with supervisors and nursing 
teachers taking a degree in nursing. 
Perhaps this would be practicable. 

Whatever does develop, the impor- 
tant thing is for us to be aware of 
the present situation. As residents, 
we must do what we can to further 
train and stimulate these new mem- 
bers of the medical team while at 
the same time understanding their 
individual abilities and limitations 
which affect the performance of 
duties assigned to them in the hos- 
pital. 


Good Match 


The National Intern Matching Program, which 
matches interns to the hospitals in which they wish 
to train, has matched more than 35,000 students in 
the last six years without an error. 
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diversity 
action 
stress 


SPARINE is a drug of many properties, many clinical 
applications. It is an important normotropic agent to con- 
sider whenever the response to disturbing stimuli must be 
essened. SPARINE promotes both psychic and somatic 
-ranquillity in a broad spectrum of stress situations. 
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SPARINE controls CNS excitation and allays apprehension 
These indications: Mental and emotional disturbances, 
alcoholism, medical emergencies, surgery 


SPARINE ig antinauseant, antiemetic 
These indications: Nausea and vomiting of either central 
or reflex origin, withdrawal syndromes, physical illness, 
surgical and obstetrical procedures 


SPARINE potentiates analgesics and CNS depressants 
These indications: Surgical and obstetrical sedation, med- 
ical emergencies—reducing dosage requirements for nar- 
cotics, analgesics, sedatives 


THE STRESS SPECTRUM: 


medical emergencies agitation withdrawal symptoms 
apprehension acute and chronic withdrawal from 
pain psychoses alcohol, 

hiccups senile agitation narcotics, 
nausea and alcoholism and other 
vomiting hallucinations addicting drugs 


delirium tremens 


Supplied: Injection—50 mg. per cc., vials of 2 and 10 cc. For intramuscular or intravenous 
use. Tablets—10 mg. (green), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. 
(pink), and 200 mg. (red), bottles of 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl.oz. 


Comprehensive literature available on request 


Sparine 


HYDROCHLORIDE Promazine Hydrochloride, Wyeth 


EQUANIL™, PHENERGAN® HCIit, SPARINE® HCI—A 
Wyeth normotropic drug for nearly every patient under stress 


*Meprobamate, Wyeth. Promethazine Hydrochloride, Wyeth 
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Personal report on a private practice 


First 
Year 


In 


Internal 
Medicine 


A ter fifteen months of mixed in- 
ternship, two years in the Army, 
three years of residency and a fel- 
lowship year in cardiology, I figured 
I was about ready for private prac- 
tice. 

Like most every other. resident, I 
had given much thought and little 
active labor to laying the ground- 
work for practice. While I was still 
thinking, I came to the end of my 
hospital training and was out of a 
job. 

I took the line of least resistance 
and began looking for office space 
in the city where I had been born 


100 


Starting two practices in two 
years may not be a record, 
but it took some doing. 
Here’s a picture of city and 
suburban locations — and a 
doctor who tried both. 


F, L. Fournier, M.D. 


and raised, and where my wife and 
I had a small apartment. 

However, in order to share the 
anxiety of hunting for an office, | 
teamed up with another internist 
whom I had known for a number of 
years. Together, we stumbled on a 
rather unusual, albeit satisfactory 
set-up. It was a suite of doctor's 
offices in a large business office 
building. There were two other in- 
ternists running individual private 
practices in the suite; each had his 
own examining room and consulta- 
tion room. We rented the third set 
of rooms. 
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sician 


Included in the suite was a com- 
mon laboratory, x-ray and fluor- 


oscope facilities, BMR and electro- . 


cardiograph as well as a large wait- 
ing room. 

There were two girls working in 
the suite; one who acted as secre- 
tary-receptionist and a second who 
was a technician. Both were famil- 
iar with laboratory procedures. The 
lab was equipped to do sugars, 
blood-urea-nitrogen and other studies 
not usually done in the average 
office. 

The total rent for all this, includ- 
ing the service of the two assistants, 
was $300 a month which we split be- 
tween us. We paid extra for the 
price of our films and also for the 
laundering of our white coats. 

The only other expense we had in 
the office besides stationery supplies, 
was the telephone and answering 
service. In the beginning we shared 
the same phone and the same serv- 
ice which cut down on our expense 
a great deal. However, it was not 
satisfactory because of the confu- 
sion; neither of us was able to have 
the phone answered with our name. 


Hospital affiliation 


When I first opened up, I was.as- 
sociated with my recent residency 
hospital which I used as my major 
hospital; there was no difficulty in 
getting courtesy privileges at three 
of the smaller private hospitals. 

At that time, and I think it is still 
the case, it was almost automatic for 
former house staff members to be 
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granted visiting staff appointments. 
Actually, I didn’t realize that when 
I began my residency; it was more 
in the nature of casual good for- 
tune. 

My new office was a fifteen 10 
twenty minute ride by parkway to 
the hospital and it was about the 
same distance from the office to my 
home. 

We worked out an arrangement to 
share our office space on an alter- 
nate basis. Since the other physi- 
cian was also on staff at the same 
hospital, we arranged not to be on 
service at the same time so that our 
time commitments would dovetail. 
It worked out extremely well. There 
was plenty of time for both of us. 

Handling the overhead in the first 
months was possible only because I 
also had a part-time job. Also, my 
wife was working. 

My job was as physician to a 
group of patients; it was an ex- 
perimental group idea and associ- 
ated with my residency hospital. I 
received a guaranteed monthly in- 
come of $700 which allowed me 
quite a happy degree of security. 
However, at first I had to borrow 
on a short term basis from friends 
and relatives. Actually, our ex- 
penses in opening the office were 
minimal since there were just two 
rooms to furnish and each of us paid 
half. As a matter of fact, it only 
ran us about $1600; we paid in cash. 


Patients 


For a time after the office was 


101 


| | 
| 
| 
i, | 
5. | 
d | 
| 
and | | 
the 
ce, | Hl 
rnist | | 
er of a 
ctory | 
*tor’s | | 
office | 
r in- | | | 
‘ivate | | | 
d his | 
sulta- | 
| 
i] 
|_| | 


opened, most of what few patients 
I did see were referred by friends 
and relatives. But in a few months, 
after the first period, most of the 
new patients were patient refer- 
rals. I was fortunate that I was able 
exclusively to practice internal medi- 
cine right from the beginning. By 
internal medicine I mean, of course, 
excluding pediatrics, obstetrics, sur- 
gery and all the allied subspecial- 
ties of those fields. I was strongly 
attracted to cardiology, but had little 
opportunity to work at it. 

As for pediatrics, I don’t think 
I had any patients in the city who 
were under the age of 12 or 13. I 
was offered younger patients, though. 
It was a temptation, but I didn’t ac- 
cept these children for a number of 
reasons. First, I had an income from 
my group work; the few dollars 
which would come my way in pedi- 
atric care were relatively unimport- 
ant. Another very important reason 
was that, although I had the office, 
I was pretty well set at the time, 
even at the beginning, because of 
my part-time job and being on serv- 
ice at the hospital. 

Also, in the city, | had no family 
type practice. Most of my patients 
were living outside the city. They 
would come to see me after they 
finished their day’s work in the area, 
generally after 5 P.M. 


Fee 


My fee for a complete work-up at 
that time varied considerably, de- 
pending upon what was done. I 
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think the minimum at that time ws 
about $30 or $35 and up to $75 top, 
I had no fee problems. My only di. 
ficulty was with myself. I found ; 
difficult in the beginning to charg: 
for work that as a resident I haj 
done for nothing. It’s a strange stat: 
of mind—but I think it’s a norm 
reaction. 


Referrals 


I was in an area where I think 
persons who came to an internist for 
a complete check-up had assumed 
they would have to pay such a fee 
before they came. There was very 
little difficulty with respect to a 
competitive fee schedule. In the city 
there is competition, of course, but 
it is a very impersonal sort of com- 
petition. There were, I would 
imagine, a dozen physicians in the 
one square block area where I wa: 
located. Except for those who were 
in my immediate office, I only knew 
one other doctor. 

Patients who came to me as a 
result of patient referrals usually 
had a pretty good idea of what the 
person who had referred them had 
paid and would expect to be charged 
a similar amount. | found that when 
a new patient would call up he would 
often ask or discuss fees with me 
even before he came to the office. 
And I encouraged this. 

I had very few referrals from 
other internists or general practi- 
tioners other than from physicians 
outside my area who had an oc- 
casional patient wanting to see an 
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internist in my office area. Most of 
my doctor-referred patients came 


from men doctor friends in other | 


specialities. 

I did all of my admitting through 
my main hospital. Although I had 
obtained privileges at three other 
hospitals I never used them. 


Extra income 


My part-time job was on an ap- 
pointment basis; it was not a fixed 
schedule. The appointments were 
made at my convenience. The rea- 
son it paid so well was that it was 
endowed by a number of different 
institutions. 

In my first year I was able to do 
some investigative work at the hos- 
pital without worrying too much 
about the practice financing because 
I had this other income at the time. 
It wasn’t a question of my starving 
if I didn’t take anything in at the 
ofice. In that respect, I was very 
lucky, I know. 

Another advantage of the part- 
time group work: it made me feel 
much more at ease, allowed me to 
practice the type of medicine I 
wanted to from the day I opened up. 

I’m sure I would have had a very 
rough time if I didn’t have this in- 
come. I don’t believe I could have 
started out by practicing the type 
of complete medicine that I enjoy. 
I never had to adjust my fees or 
anything else. 

I had little to do with home visits 
and night calls because of the type 
of practice with few of my patients 
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This article is the second of a 
series dedicated to the proposi- 
tion that all residents are inter- 
ested in knowing how it really is 
in that first year in private prac- 
tice. Our authors (pseudonyms 
are used) are young physicians 
who have been in solo practice 
less than two years. Their experi- 
ences in getting started in their 
specialties are based on current 
conditions, social, professional 
and economic. Yet, a caution is 
in order. Obviously, since these 
reports are highly personal ac- 
counts, they cannot be con- 
sidered average or typical, 

The causes and effects re- 
vealed in one man’s account 
necessarily reflect his person- 
ality, character, financial back- 
ing (or, more commonly, lack 
of same), as well as his pro- 
fessional schooling and residency 
background. Still, we didn’t pur- 
posely beat the bushes for odd- 
ball characters. We tried to 
select average beginning special- 
ists. One thing is certain: In these 
articles you will find practical 
information which will help you 
avoid mistakes, by-pass some of 
the agony, and guide you to a 
smoother, more knowledgeable 
transition from residency to pri 
vate practice. 


| 
| 
| | 
| 
| 
| a 
= 
| 
} 
| 
103 | 


living in the immediate area of my 
office. Also, because of my group 
income, I was not put under pres- 
sure to look for opportunities to 
cover other physicians. 

I thought I might find certain pa- 
tient preferences for one hospital 
over another. That’s why I took ap- 
pointments on the courtesy staffs of 
other hospitals. But I don’t recall 
that this point ever came up, or that 
I lost a patient or had to have some- 
one else take care of a patient be- 
cause the patient was not satisfied 
with going to my major hospital. 


Practice income 

I based my fees on discussions 
with some of the men who had been 
in practice for a while in the area. 

As I mentioned, my first visit fee 
with physical examination was $35. 
This included a history and physical, 
blood count, urine and a fluoroscopy. 
For other work or for a long time 
spent with a patient, the fee would 
be higher. My return visits were 
$5 and $10 as determined by the 
length of time required or by the 
nature of any procedures that had 
to be done. ° 

I wasn’t able to restrict my prac- 
tice to cardiology, my main interest. 
I did continue with cardiology at the 
hospital both on the clinical and 
investigative level. A few referrals 
came to me from other physicians 
with specific cardiological problems 
which I had had experience in. 

However, the private practice 
didn’t pay. At the end of my first 
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year I think my gross from practice 
alone was somewhere between $2500 
and $3000, not a living by any stand. 
ards. Yet from the experience of 
friends who opened up, this was 
about average for a first year of solo 
practice in the city. The second year 
my income was somewhere about 
double, $5500 to $6000. 

One unexpected difficulty I had 
was with health insurance. Initially, 
health insurance plans can be a 
problem. I wasn’t familiar with the 
various plans and if a patient told 
me they had insurance which cov- 
ered them, I said: “Fine!” 

Later, I’d find out they were not 
covered. Gradually I became more 
familiar with the insurance plans 
and when a patient told me they had 
a specific insurance plan I would 
explain to them what their benefits 
were and what my fee would be and 
what the difference would be in each 
case. 


Suburbia 

I don’t know how it is with 
others but it seems to me that be- 
fore I fully digest one step, I’m in 
the process of taking another. My 
practice in less than two years had 
demonstrated at least one positive 
sign. It didn’t support me. It didn’t 
keep me occupied. But it was grow- 
ing. 

Thus, on the basis of the hopeful 
outlook, I decided to offer my family 
some of the green grass and open 
spaces to be found outside the city 
limits. Maintaining my practice |o- 
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cation in the city, my wife and two 
children and I left the apartment 
and moved to the suburbs. I had 
solved a problem for the wife and 
kids, but of course I had also 
created a monster for myself. Com- 
muting. It was now 50 minutes from 
my home to the office, more than 
double that of my city apartment. 
The home location we selected was 
not based on professional suitability 
but solely from the standpoint of an 
environment with which I was 
familiar. We had friends in the 
vicinity and the school system was 
one of the best in the entire area. 
However, I soon discovered that 
the practice in the city and the home 
in the country were not compatible. 
I was killing myself by inches, and 
in the process, I was seeing less and 
less of my family. As I mentioned 
previously, much of my practice was 
“after 5” office visits and it kept me 
in the city quite late. Add to this 
the trip home of nearly an hour and 
it was a rare evening when I could 
be home before 9 P.M. I found my- 
self trying to schedule many appoint- 
ments on the same evening to leave 
me free a couple of nights a week. 


The next thought was to close my 
city practice and shift the office op- 
eration nearer home. This would also 
mean I would have to change my 
major hospital affiliation. I was re- 
luctant to do this because I was in 
a unique spot at the hospital. Being 
at the right place at the right time 
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in a relatively new subspecialty. such 
as surgical cardiology, meant ad. 
vancement. Having had my fellow. 
ship there, I knew the staff; work. 
ing together with them gave me an 
unusual opportunity for a greai deal 
of experience in the work I liked 
best, cardiac evaluation, surgery and 
so on. 

I considered opening a new office 
near my home and keeping hours at 
both old and new offices—but I was 
already squeezed for time because of 
other commitments in connection 
with the group plan. Actually, a 
great many of my patients came 
from the area near my new home. 
This, plus the fact that I had a 
sustaining income from the group, 
put me in a position to close my 
city office and start all over again 
in the suburbs. 


Advice 


Although I found it to be a 
rather unsatisfactory way to get in- 
formation, in my investigation of a 
new site I depended on the advice of 
local physicians. 

I knew very little about the prac- 
tice of medicine in the community, 
nothing about fees, and less about 
individuals in practice there. 

From the physicians in practice, 
I received many opinions, most of 
them conflicting. For example, I 
wondered about locating in a pro- 
fessional building. I was told, on the 
one hand, that the building had 
been allowed to rundown and that 
it was off the beaten path; I was 
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told with equal conviction by others 
that it was a very good building and 
an excellent choice of location. 
Finally, I jumped in with both 
feet, moved into the professional 
building and shared an office with 
another doctor, a pediatrician. Each 
of us used the entire office on alter- 
nate days. I am still in that office 
and it has worked out very satisfac- 
torily. The office was almost com- 
pletely furnished to suit my needs 
except for fluoroscopy which the 
other physician had already ordered. 
I bought an examining table. I had 
my own cardiograph and I bought 
a BMR. For the waiting room, small 
fluoroscopy room, dressing room, 
consultation room and a combina- 
tion examining and treatment room, 
I pay only $80 a month. The build- 
ing is a modern, one-story brick and 
limestone structure with metered 
parking in the street at the front 
and a parking lot in the rear, it is 
air conditioned and immaculately 
maintained, inside and out. 


Growth 


I was surprised to find that the 
practice clicked right from the start. 
It began growing much more rapidly 
than my city practice—and it is still 
growing. 

I think there are two main rea- 
sons for this. Obviously, living in the 
community, my wife and I are able 
and willing to take part in com- 
munity affairs. We entertain and are 
entertained. We socialize to a far 
greater extent than was_ possible 
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while in the city. Through t! <e 
many social contacts have come 
many patients who have referred 
others. 

Another factor was the closer re- 
lationship among doctors on the staff 
of the local hospital—to which I 
was appointed as a junior attend- 
ing. We met frequently at the hos- 
pital. We stopped to chat informally 
with one another. We met at meet- 
ings and shared common recreational 
interests. Occasional referrals be- 
came more frequent. And today, I 
am “accepted” in the group as a 
competent internist and cardiologist. 

Before my hospital appointment 
came through—and believe me, I 
sweated that one out—I had to de- 
pend on my former hospital for my 
patients. I had no refusals but it did 
hold back my new practice for the 
first few months. 

One final reason for the continu- 
ing growth of my suburban practice 
is the fact that I am available. I 
don’t think that can be overempha- 
sized. To be handy and ready for a 
patient at anytime is the number 
one asset. I have arrived at the 
point where I can devote full time 
to my private practice; I’ve resigned 
from the group set-up. 


I have often been asked if I had 
any special problems in sharing an 
office with a pediatrician. My an- 
swer is that there are few problems. 
Sometimes I come in and find the 
office a little upset what with the 
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kids banging around; this is under- 
standable and not troublesome to any 


important degree. I do think the 
ideal arrangement would be if I 
were to share an office with another 
internist. But the association I have 
is pleasant and I have had no re- 
grets about it. I imagine that there 
may have been some referrals from 
other pediatricians which were pre- 
vented. However, in my opinion, it 
didn’t make that much difference. 
The pediatrician with whom I’m as- 
sociated often refers patients to me. 

My cardiology has not yet reached 
a point where it has become a sig- 
nificant part of my income. I think 
my income is pretty much from 
medicine in general. I still get a 
few referrals from my former hos- 
pital in cardiology and I have been 
getting some in this area as well. I 
hope it will grow. There is also the 
possibility of one of the local hos- 
pitals setting up a unit. 

I would be tempted to say now 
that I made a mistake initially by 
not opening up in a suburban com- 
munity immediately. However, look- 
ing back, I really don’t feel that this 
is a fair statement. Had I stayed 
on in the city, I’m sure I would 
have done well, financially and as 
far as enjoying my practice is con- 
cerned. But now it would be hard 
for me to conceive how I could have 
enjoyed myself anywhere else as 
much as I do here. 

As an internist I find I have very 
few patients referred to me by gen- 
eral practitioners in the area. Most 
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of my referrals come from the other 
medical specialties. I think this is g 
question of the over-all picture. Soon 
the internist will probably be the 
family physician, staying with the 
specialty for which he is trained but 
with his relationship to the family 
being what the general practitioner 
and the family physician have been 
in the past. 

As for my choice of other special- 
ists for my patients, I don’t have any 
working agreements with anyone 
where there will be cross referral. 
I don’t think that is ethical and I 
don’t think it’s fair to the patient. 
Actually, I refer my patients to the 
other specialties and refer them to 
the physician whom I think is best 
suited to handle a particular prob- 
lem that comes up. For instance, I 
don’t limit my referrals to a single 
surgeon. There are many surgeons 
in the area. In my opinion one may 
have had a little more experience 
than another in a certain condition. 
I refer the patient, according to my 
evaluation of the doctor in terms of 
the particular problem and the in- 
dividual patient. 

For some reason it’s difficult for 
physicians to talk specifically when 
they talk about their own fees but 
from what I have heard and from 
my experience in this area I think 
that my fees are basically on the 
level of the other internists in town. 

I find I make more home calls 
now, although they are still infre- 
quent. My basic fee for a home 
visit is $10. 
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kids banging around; this is under- 
standable and not troublesome to any 
important degree. I do think the 
ideal arrangement would be if I 
were to share an office with another 
internist. But the association I have 
is pleasant and I have had no re- 
grets about it. I imagine that there 
may have been some referrals from 
other pediatricians which were pre- 
vented. However, in my opinion, it 
didn’t make that much difference. 
The pediatrician with whom I’m as- 
sociated often refers patients to me. 

My cardiology has not yet reached 
a point where it has become a sig- 
nificant part of my income. I think 
my income is pretty much from 
medicine in general. I still get a 
few referrals from my former hos- 
pital in cardiology and I have been 
getting some in this area as well. I 
hope it will grow. There is also the 
possibility of one of the local hos- 
pitals setting up a unit. 

I would be tempted to say now 
that I made a mistake initially by 
not opening up in a suburban com- 
munity immediately. However, look- 
ing back, I really don’t feel that this 
is a fair statement. Had I stayed 
on in the city, ’'m sure I would 
have done well, financially and as 
far as enjoying my practice is con- 
cerned. But now it would be hard 
for me to conceive how I could have 
enjoyed myself anywhere else as 
much as I do here. 

As an internist I find I have very 
few patients referred to me by gen- 
eral practitioners in the area. Most 
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of my referrals come from the other 
medical specialties. I think this is q 
question of the over-all picture. Soon 
the internist will probably be the 
family physician, staying with the 
specialty for which he is trained but 
with his relationship to the family 
being what the general practitioner 
and the family physician have been 
in the past. 

As for my choice of other special- 
ists for my patients, I don’t have any 
working agreements with anyone 
where there will be cross referral. 
I don’t think that is ethical and I 
don’t think it’s fair to the patient. 
Actually, I refer my patients to the 
other specialties and refer them to 
the physician whom I think is best 
suited to handle a particular prob- 
lem that comes up. For instance, I 
don’t limit my referrals to a single 
surgeon. There are many surgeons 
in the area. In my opinion one may 
have had a little more experience 
than another in a certain condition. 
I refer the patient, according to my 
evaluation of the doctor in terms of 
the particular problem and the in- 
dividual patient. 

For some reason it’s difficult for 
physicians to talk specifically when 
they talk about their own fees but 
from what I have heard and from 
my experience in this area I think 
that my fees are basically on the 
level of the other internists in town. 

I find I make more home calls 
now, although they are still infre- 
quent. My basic fee for a home 
visit is $10. 
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NEW convenience in parenteral vitamin therapy 


HIGH POTENCY B COMPLEX +500 MG. VITAMIN 


SOLUBLE VITAMINS 


Mix the diluent of your choice 
with Paruite Vitamins and it’s 
ready for intramuscular, intra- 
venous or infusion use. Rub- 
ber-stoppered vial means no 
ampul to file or break. Costs 
no more than multiple-vial 
preparations. 


Each one-dose vial contains: 
Thiamine HC! (B,) 10 mg. 


Riboflavin (B,) 10 mg. 
Sodium Pantothenate 10 mg. 
Niacinamide 150 mg. 
Pyridoxine HCl (B,) mg. 
Vitamin 25 mcgm. 
Ascorbic Acid (C) 500 mg. 
Available: 


Boxes: 5-1 dose and 25-1 dose 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Leerte ) 


*Reg. U. S. Pat. Off. 
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Most people in the suburbs pay 
by check; some may be delayed a 
little bit but I have had very few 
delinquent bills. All in all, I have 
no collecting problem. 


Future 

And how does it look from here? 
Terrific. This area is expanding 
rapidly with new families and busi- 
nesses. My practice is becoming of a 


respectable size. From my records 
I would estimate that my practice 
will be supporting me within a 
month from now. Also, the cardi- 
ology work is gradually becoming 
more established. 

I am glad I had the extra year 
in a subspecialty and strongly ad- 
vise you to look into an extra year, 
too. The dividends are not imme- 
diate—but they are guaranteed. 


“It's just mumps, but stay away from Texas next time!" 
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Announcing 


ROMILAR 


‘ 


\ 

1 JZ Romilar CF brings new comfort and ease 


| \ 
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to your patients with colds and other 
respiratory disorders by providing more 
complete symptomatic control. Romilar 
CF syrup combines the benefits of an anti- 
histaminic, a decongestant, and an anal- 
gesic-antipyretic with the effective cough 
suppressant action of Romilar Hydrobro- 
mide*— the non-narcotic cough specific 
with codeine’s antitussive effect but with- 
out codeine’s side effects. 


Each teaspoonful (5 cc) of Romilar CF 
provides: 

Romilar ® Hydrobromide*..... 15 mg 
Chlorpheniramine Maleate. .. . .1.25 mg 
Phenylephrine Hydrochloride... 5 mg 
N-acetyl-p-aminophenol ...... . 120 mg 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 


* Brand of dextromethorphan hydrobromide 
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The English Doctor 
Speaks American 


Being a guide to fellow countrymen 
and others who “learnt’’ the original version. 


L, general the pronunciation of 
American is at a complete variance 
with English. 

Similarities are purely accidental 
and rather rare. 

To speak one and understand the 
other can be attributed primarily to 
sympathy. 

American vowels are short, except 
south of the Mason Dixon where 
they are unending. The trend is 
for the former to become shorter, 
the latter, interminable. Thus one 
may hear “Jee-chet?” in New York 
and “Diyidyaawleeeeeatyehhht?” in 
Georgia. 

Of course, the rising inflection 
gives a clue; it indicates that a ques- 
tion is involved. But it usually re- 
quires a repeat performance with a 
more careful articulation before un- 
derstanding is conveyed. Gradually 
one comes to recognize the phrase in 


John C. Pollard, M.B., B.S. 


its abridged form as meaning “Did 
you eat yet?” (The more common 
form: “Jeet?”) 

In like manner, long names are 
liquefied. Thus the President be- 
comes “Mistereisenhower” which is 
the “familiar respectful” as _ the 
English “Siranthony” was. 


Openers 


Jacks or better will open draw 
poker hands around the world. But 
conversation openers are not as 
easily come by. Contrary to TV ad- 
vertisements, rapport is not most 
readily established by discussing the 
relative merits of filter cigarettes, de- 
tergents or underarm deodorants. 

Nor should the Englishman feel too 
secure while discussing the weather. 
In America, weather talk can be- 
come quite technical. Though brief, 
to the point and somewhat dogmatic, 
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IN PNEUMOCOCCAL PNEUMONIA: 


In a study of 73 patients with mild to moderately severe 
pneumococcal pneumonia, Austrian and Winston report 
results with penicillin V [PEN- VEE-Oral] ‘comparable to 
those following therapy with parenteral penicillin G. .. .””" 
After only two failures (2.7%) in the series, the authors 
conclude: “‘. . . it is evident that penicillin V . . . provides 
a highly effective form of treatment for mild and for 
moderately severe pneumococcal pneumonia. The speeds 
of defervescence and of the return of the leukocyte 

count to normal were comparable to those following 
therapy with parenteral penicillin G and in no instance 
was bacteremia, when present initially, found to persist 
after 24 hours of treatment with penicillin V.’" 


1. Austrian, R., and Winston, A.L.: Am. J. M. Se. 282:624 (Dec.) 1956 


Pen-VEE 


VEE-Oral is Penicillin V, Crystalline 
(Phenoxymethy] Penicillin), Tablets 
PEN- VEE Suspension is Benzathine Peniciliin V Oral Suspension Wyeth 


® 
ORAL PENICILLIN WITH /NJECTION PERFORMANCE Philadelphia 1, Pa. 
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opinions on the weather are usually 
backed by sounder and more scien- 
tific observation than the creaking of 
bones or the itching of corns. 

The discussion of politics is 
fraught with peril for the noncom- 
battant and should be avoided at all 
costs. The supporter of the defeated 
party will regard the failure of his 
party to capture the majority vote 
as due to a temporary national in- 
sanity; he will view the future with 
a most contagious gloom. 

The supporter of the successful 
party will be so well informed about 
his party’s activities as to find your 
ignorance abysmal. 

Despite the staggering number of 
fatalities incurred in conjunction 
with their operation on highways, 
byways and country lanes, automo- 
biles are the safest of all conversa- 
tional topics. This applies to both 
sexes and at practically any age. 
Native knowledge is extensive. But 
be prepared for abrupt differences 
in terminology. In the American 
nomenclature you will hear frequent 
references to the hood (bonnet) and 


the motor (engine). Important °cn. 
siderations in domestic evaluation are 
the capacity of the trunk (boot) and 
the rake of the fenders (bumpers). 

Since the recent influx of foreign 
cars in American markets, The Eng. 
lishman may be drawn in to give his 
opinions. One way to stimulate the 
discussion is to speak up for some 
of the merits obvious in American- 
made cars. (If none of the merits 
are obvious, say nothing. Better 
silence than insincerity.) 

Another topic is high-test, regu- 
lar and premium gas (petrol). 


TV 


Away from automobiles, safe top- 
ics include the various TV cowboys 
and, of course, the most recent of 
the Lucy and Desi series. This is 
adult conversation. It is impossible 
to converse with American children 
but that is not unusual. American 
parents who cannot keep track of 
the morning and afternoon television 
fare often find their own youngsters 
have become virtual strangers. The 
kids happily and noisily discuss 


A resident in psychiatry at Warren State Hos- 
pital (Warren, Pa.), the author is a native of 
England and was graduated from the University 
of London (Middlesex Hospital) with a Bachelor 
of Medicine and Surgery in 1951. This was fol- 
lowed by one and a half years of residency in 


England before coming to the United States. His first contribu- 
tion to Resident Physician, “Spandau Prison Doctor,” appeared 


in the October 1957 issue. 
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characters appearing on their own 
shows. These characters are gener- 
ally unknown to the adult world. 
Actually, there is really little 
problem in opening adult American 
conversation. It is seldom required 
since conversation is generally 
open and rolling along in high gear 
before you enter the scene, while 
you are there, and continues long 
after you take your leave. 
(The only exceptions to this that 


rooms. There is little or no talk 
in these particular locations. There 
isn’t time. If you do attempt to en- 
gage a stranger in discussion, you 
are apt to be looked upon with 
alarm, if not suspicion.) 

After the initial fascination of 
your Old-world manners, you be- 
come quaint—or worse, a “stuffed 
shirt.” (Not a sartorial reference, 
but a colloquialism meaning “not a 
good egg.”) 

“Hi,” or more strongly, “Hi 
there,” is equally as acceptable as 
“Good morning.” 

“Good afternoon” is obsolete. 

“Thank you” is used in England. 
But in the U. S. it is usually an- 
swered by a friendly “You‘re wel- 
come.” (This, of course, obviates 
use of the English thank you mili- 
tant—as for example, when one 
Englishman treads on another Eng- 
lishman’s toes.) 


Vernacular 
The vernacular is used and is ac- 


ceptable at practically any level. Put 
be careful of your own usage. Fx. 
ample: “Can you guys get this 
drilled into your thick skulls?” is 
forceful but friendly in the native 
application, but with an Oxford ac- 
cent it is both ridiculous and offens- 
ive. 
There are notable exceptions: 
“Hew come” is a useful example; it 


- is never written but can be used in 


. Most situations—as a definite request 
I can think of at the moment are: ’ 


conversations in elevators and men’s « 


to give a history, e.g., “How come 
you’ve got a black eye?” or as a con- 
versational conjunction, e.g., during 
a patient’s reflective lapse, following 
his statement of being unable to 
sleep for two weeks. 


To be sick, in American means to 
ail or be ill. This may or may not 
include— as in the English meaning 
—to be about to vomit. 


Do not be misled by popular us- 
age of the diminutive affectionate. 
Thus a charming lady may say to 
you: “After you spoke at the P.T.A. 
meeting the other evening, a bunch 
of us kids thought we would have 
you along to tell about the rock ’n’ 
roll delinquents in England.” 


The kids, of course, refers to them- 


selves, the parents, the young in 
heart. 


Finally, a word of discouragement, 
if an American says, “Gee that ac- 
cent slays me,” you’re not even try- 
ing; you are already beyond the 
quaint mark en route to being a 
“stuffed shirt.” 
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a new, non-narcotic 

oral analgesic compound 

for moderate to moderately 
severe musculoskeletal pain 
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POTENTLY EFFECTIVELY 
ANALGESIC ANTI-INFLAMMATORY 


2 ZACTIRIN tablets are equivalent in potency 
to % grain of codeine plus 10 grains 


O of acetylsalicylic acid 


effective, well-tolerated... free of codeine’s 
side-effects, of addiction liability, 
of appreciable drug tolerance 


Philadelphia 1, Pa. 
SUPPLIED: Distinctive, 2-layer yellow-and-green tablets, bottles of 48. 


Each tablet contains 75 mg. of ethoheptazine citrate and 325 mg. 
(5 grains) of acetylsalicylic acid. 
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Prepaying 
the Doctor 


There are more than 70 Blue Shield Plans organized 
and endorsed by local units of the American Medical 
Association. What medical services do most of these 
Plans seek to cover by prepayment and how do they 
differ from other types of medical care prepayment 


or insurance? 


Bue Shield is a typically Ameri- 
can contribution to the sociology of 
medical care. 

There is nothing quite comparable 
to it in any of the other industrial 
countries, where almost universally 
the government plays an important 
—frequently a dominating—role in 
the medical care programs that are 
part of their social security systems. 

Through his Blue Shield Plan, the 
American doctor has pioneered a 
unique approach to the problem of 
medical security. He has shown it is 
possible on a grand scale, and by 
strictly voluntary methods, not only 


Blue Shield Fians 


James E. Bryan 


to help his patients to prepay their 
medical bills, but at the same time 
to preserve factors of free choice. 
fee-for-service, and the private, con- 
fidential patient-physician relation- 
ship—factors that are basic to the 
provision of the best possible medi- 
cal care. 

Thus, American medicine has 
made a tremendous contribution to 
the public welfare and to its own 
welfare, also. That the effort has 
“rung a bell” with the people is 
shown by the popular response. 
Within 15 years, some 40 million 
people have become members of the 
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* Mobilizes edema... prevents fluid accumulation e 6-12 
hour diuresis on a single, oral dose @ No cumulative 
effects, excretion within 12-24 hours With These “Extra” 
Patient Benefits e Oral dosage e Convenience of daytime 
diuresis, nighttime rest @ Virtually no serious side 


effects e Economical 
NON-MERCURIAL 


DIAMOxX is outstandingly effective in 
a variety of conditions: cardiac edema, 
glaucoma, epilepsy, toxemia of preg- 
nancy, obesity with edema, premen- 


strual tension. 
Acetazolamide Lederle 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARE RIVER, NEW YORK 
*Reg. U.S. Pat. Off. 
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LLOYD BROTHERS, INC. 


CINCINNATI 3, OHIO 


SUBJECT: Erythropoietin and Cobalt 


Dear Doctor: 


Among the most intriguing of body processes has been 
the mechanism which regulates erythropoiesis and iron 
metabolism. Recent studies have connected these two 
subjects and have related the action of cobalt to 
both. 


The work of many investigators has now culminated 

in the discovery of Erythropoietin (the erythropoietic 
hormone) .}-2-5-4 They have confirmed that the newly 
discovered hormone controls the rate of red blood 
cell production, and that the rate of RBC formation 
controls the rate of absorption® and utilization of 
iron. 


Finally, it has been discevered that, acting through 
physiologic channels, therapeutic cobalt...increases 
red cell production by enhancing the formation of 
erythropoietin.® This provides for the first time 
the key to the treatment of anemia. 


In the common anemias, cobalt-—induced erythropoietin 
provides increases in RBC production, resulting 
in a maximum increase in the absorption and utiliza-— 
tion of iron. This explains the superior clinical 
results obtained with the administration of 
therapeutic cobalt and iron. 
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Roacovite MF is the new therapeutic agent based on 
erythropoietin formation which translates these new 
discoveries into the practical utility of full iron 


effectiveness with greatly decreased, better tolerated 
iron dosage. 


Cordially yours, 
LLOYD BROTHERS, INC. 


Robert H. Woodward 
RHW/JP President 
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TO RAPIDLY CORRECT ANEMIA WITH LOW IRON DOSAGE 


Each green enteric-coated tablet contains: 
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70-odd Blue Shield 
Plans that have been 
organized and_ en- 
dorsed by local units 
of the American 
Medical Association. 

Needless to say, 
this vote of confi- 
dence is a challenge 
to the profession to 
support the mechan- 
ism it has created, 
and to expand its 
services until they 
cover all the areas of 
need and all the seg- 
ments of society not 


The non-profit basis 
of Blue Shield insures 
that no third party 
stands between doc- 
tor and patient to 
draw profits beyond 
administrative costs 
of the Plan's opera- 
tion. All operating 
surpluses belong to 
the subscribers and 
are returned in the 
form of additional 
benefits or more ade- 
quate service pay- 
ments to participat- 
ing physicians, 


entire movement the 
flexibility needed to 
weather depressions, 
inflations, war time 
controls and _ peace 
time complacency. It 
has made possible a 
rich variety of exper- 
imentation the re- 
sults of which the 
Blue Shield Plans 
have shared among 
each other. This 
common experience 
of 70 local Plans 
comprises, in aggre- 


yet covered by Blue 


gate, the greatest 
fund of actuarial in- 


Shield or some 
equally satisfactory program. 


Characteristics 

Blue Shield Plans are really com- 
munity enterprises, in which labor, 
industry and other local groups of 
people have joined forces under the 
leadership of the local medical pro- 
fession. 

Being local enterprises, the Plans 
differ in many details of scope and 
management according to the pe- 
culiar needs of the areas which they 
serve. 

The American Medical Associa- 
tion has always insisted on the 
principle of local responsibility for 
meeting local needs. Local autonomy 
. has paid off, too, in many ways. It 
has attracted hundreds of physicians 
into the challenging job of directing 
local Plan policy; it has given the 


formation ever as- 
sembled in the health insurance 
field. 

However, despite all these local 
variations in detail, Blue Shield 
Plans do share certain character- 
istics that set them apart from all 
the other organizations now operat- 
ing in the field of voluntary medical 
care insurance. Here are some of 
these special characteristics: 

@ Medical Control. In every in- 
stance, Blue Shield Plans must be 
specifically approved by their local 
or state medical societies. Medical 
policies, the formulation of fee 
schedules and their administration, 
and the conduct of the Plan’s rela- 
tions with physicians must be under 
medical control. Blue Shield Plans 
uniquely operate under the guidance 
of the medical profession. 

@ Non-Profit Operation. Blue Shield 
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Upjohn Company 
announces 

a major 
corticosteroid 
improvement 


The most © Lower dosage 


(% lower 


efficient of all dosage than 
anti- inflammatory prednisolone) 


® Better 


steroids tolerated 


TRADEMARK FOR METHYLPREONISOLONE, UPJOHN 


(less sodium 

retention, 

For complete information, lt 1 

less gastric 

or write the Medical Department, 

The Upiohn Co , Michigan. irritation) 
Supplied: Tablets 


of 4 mg., in bottles 
of 30 and 100. 
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Plans universally op- 
erate on a “non-pro- 
fit” basis. This 
means that there is 
no ‘‘third party” 
seeking to make a 
profit out of the busi- 
ness of helping the 
doctor’s patient pay 
for his necessary 
medical care. It also 
means that all oper- 
ating surpluses be- 
long to the subscrib- 


Through the volun- 
tary cooperation of 
more than 100,000 
American physicians 
and surgeons, Blue 
Shield Plans, for the 
most part, offer bene- 
fits in terms of fully 
paid services. In all 
cases, Blue Shield's 
schedule of payments 
is formulated by or 
with the advice of 
the local medical 


benefits to each per- 
son enrolled; again 
in recognition of the 
fundamental purpose 
to provide service 
where it is needed; 
not just where it’s 
profitable. 

@ Continuous Enroll- 
ment. Blue Shield 
Plans guarantee their 
members the oppor- 
tunity to continue 


ers and are returned profession. 


to them in the form 


their enrollment re- 
gardless of attained 


of additional benefits 
or more adequate payments for the 
services of their doctors. 

@ Community Orientation. Blue 
Shield Plans generally try to serve 
the entire community—not just those 
groups in the community who have 
the best health prospects and whom 
it is most profitable to enroll. Blue 
Shield—as an agency of the pro- 
fession—is designed especially to 
cover the lowest income groups who 
most need prepayment protection. 
@ Community Rates. To fulfill this 
community-wide responsibility, and 
to enable all kinds of people to ob- 
tain basic protection at a cost within 
their means, Blue Shield Plans, in 
most instances, base their subscrip- 
tion rates on the “experience” (the 
needs and costs) of the community 
as a whole. 

@ Family Coverage. Blue Shield 
Plans seek to enroll the entire fam- 
ily group, and they provide equal 
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age, change of place 
or type of employ- 
ment, or changes in health status 
affecting their insurability. (There 
are some exceptions among non- 
group. members. ) 
@ Service Benefits. Blue Shield 
Plans, for the most part, offer their 
benefits in terms of fully paid serv- 
ices, through the voluntary coopera- 
tion of more than 100,000 American 
doctors who have agreed with their 
local Blue Shield Plans to accept 
Plan payments as full payment for 
covered services, provided the fam- 
ily income is within the agreed limit 
for “service benefits”. Even where 
such agreements are not formalized, 
the Plans seek to provide fees which 
physicians will accept in full pay- 
ment. In all cases, the Blue Shield 
schedule of payments is formulated 
by or with the advice of the local 
profession. 

The original aim of most Blue 
Shield Plans was to help people of 
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PATRIGIAN/ 2 produc 


YES. the broad diagnostic versatility 
that is yours with the G-E Patrician 
opens new possibilities for your prac- 
tice. Now, at a price competitive with 
low-power, limited-range apparatus, you 
can get comprehensive radiographic and 
fluoroscopic facilities — 200-ma, 100- 
kvp, full wave power. 


Consider these three possibilities: 
® You want to add x-ray service for 
our patients but have been deterred 
y the capital outlay you thought 
was required for modern apparatus. 
® Your patient load has swamped your 
present x-ray machine, but not to an 
extent that justifies a /arge added 
investment. 


Progress ls Our Most Important Product 


GENERAL @@ ELECTRIC 
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r 
X-RAY DEPARTMENT 


Low-cost way to multiply 
your professional efficiency 


® Your diagnoses are handicapped by 
a slow, inflexible, under-powered 
unit. 


If your situation parallels one of 
these three, it will pay you to get the 
complete story on the Patrician. Use 
this coupon or ask your G-E x-ray rep- 
resentative, who can also give you the 
facts on General Electric's 
convenient financing plans. 


GENERAL ELECTRIC CO. 

Milwaukee 1, Wis., Rm. BT-111 

(CD Send your 16-page PATRICIAN bulletin. 
(CD Facts about deferred payment. 

MAXISERVICE rental. 


low or moderate 
means to meet the 
cost-impact of unpre- 
dictable and expen- 
sive disabilities. 
Some Plans experi- 
mented with a “com- 
prehensive” coverage 
— including home 


Providing service 
where it is needed, 
not just where it is 
most profitable, Blue 
Shield is designed es- 
pecially to cover the 
lowest income groups 
who most need pre- 
payment protection. 


hospital occupancy, 
the requirement of 
hospital admission 
provided a_ built-in 
safeguard on the uti- 
lization rate for Blue 
Shield as well as 
Blue Cross benefits. 

At first, many Blue 


and office visits. But 
in actual experience 
they found the demand for elective, 
or partly elective, services — when 
completely covered by prepayment 
— would be tremendous. They 
quickly realized that a premium suf- 
ficient to cover both the basic needs 
and these more casual demands 
would be so high as to price the 
entire program out of the very mar- 
ket of low income people for whom 
the program was particularly set up. 
Hence, the prevailing pattern of 
the early Plans was to cover the 
kind of medical contingency that 
most people can’t afford to pay for 
out of current income or savings. 
Since most serious medical emer- 
gencies and illnesses are taken care 
of in hospitals, Blue Shield Plans 
at first limited their coverage, as a 
rule, to hospitalized patients. There 
were other reasons, too, for adopt- 
ing this method of coverage. For 
one thing, Blue Shield Plans in most 
instances were developed in coopera- 
tion with local Blue Cross Plans, 
and it was helpful, administratively, 
to limit Blue Shield to patients el- 
igible for Blue Cross hospital bene- 
fits. Then, too, in times of maximum 
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Shield Plans limited 

coverage to in-hos- 
pital surgical cases; a few included 
obstetrical cases, and fewer offered 
some rather limited coverage for 
medical (non-surgical) cases—on a 
per diem basis. A limited number 
of Plans made payments for anes- 
thesia service when rendered by a 
physician not employed by the hos- 
pital. 

Some Plans paid for surgical 
services (all or some) when the pro- 
cedure was performed in the doc- 
tor’s office or elsewhere outside the 
hospital and a small number made 
“necessary” and “formal” consulta- 
tions inside the hospital eligible for 
Plan benefit. 

Almost universally, Plans ex- 
cluded coverage for diagnostic serv- 
ices, and for home and office serv- 
ice (except possibly emergency 
surgery necessitated by an _ acci- 
dent). 

In the brief and crowded years 
of Blue Shield history, the Plans 
have learned how to do lots of things 
they once thought impossible. While 
Blue Shield is necessarily limited 
by the laws of insurance, its unique 
relationship to both doctor and pa- 
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From digitalis to digoxin... 


The use of active principles instead of whole 
vegetable drugs spares the patient side effects 
from the actions of nonspecific constituents and 
spares him variable results due to the variations 
of nature. This basic concept is well exemplified 
by digitalis and its glycosides . . . but which of 
these glycosides is to be preferred? 
Consideration of the unique grouping of its char- 
acteristics leads many eminent cardiologists to 
prefer ‘Lanoxin’ brand Digoxin. 

*LANOXIN’ is a pure crystalline glycoside — a single 
chemical entity — assayed with the precision afforded 
by physicochemical methods, consequently it is uni- 
form in potency. 

*‘LANOXIN’ is absorbed from the gastrointestinal 
tract promptly and completely. Its effect is apparent 

Digitalis lonata the Balkan species of within two hours of oral administration. 

*LANOXIN’ is virtually completely eliminated within 
48 hours of its withdrawal. This is considered to be 
“the commanding advantage” of ‘Lanoxin’ because it 
means early subsidence of toxic symptoms in case of 
overdosage. 

*‘LANOXIN’, in overdosage, produces the same signs 
and symptoms of toxicity as does digitalis leaf; their 
recognition follows the usual pattern. 

*LANOXIN’, in one daily dose, maintains digitaliza- 
tion evenly. 

*“LANOXIN’ Injection may be given intramuscularly 
or intravenously without prior dilution. 


LANOXIN’ 


brand 


DIGOXAIN 


Tablets: 0.25 mg. (white) and 0.5 mg. (green). Elixir 
Pediatric: 0.05 mg. in each cc. Injection: 0.5 mg. in 2 ce. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
November 1957, Vol. 3, No. 11 


of 
ssion 
lt-in 4 = 
as 
efits. 
Blue 
-hos- 
ided 
ered 
for 
ma 
aber } 
nes- | 
ya 
hos- 
| 
ical 
pro 
doc- 
the 
ade 
for 
ex- 
| 
Prv- | 
ncy 
‘a 
i] 
ars 
ans | 
ile 
jue 
ian 


tient has enabled 
Blue Shield frequent- 
ly to transcend these 
rules which would 
apply far more strict- 
ly to a straight in- 
surance operation. 
For example, to 


Blue Shield Plans op- 
erate under the guid- 
ance of the medical 
profession. Fee 
schedules, medical 
policies and their ad- 
ministration are un- 
der medical control. 


@ Obstetrical rv. 
ices, in or out of hios- 
pital, including the 
normal care of ihe 
newborn. 

@ Care of the new- 
born, from date of 
birth, for all services 


the extent that the 


generally eligible to 


doctor has accepted 

Blue Shield as his plan, he has 
helped to conserve Plan benefits and 
funds and he has helped persuade 
patients to refrain from demanding 
excessive or ineligible services. The 
patient, too, has sometimes tempered 
his demands on the Plan because 
benefits are in terms of professional 
services—not dollars. 

In recent years, Blue Shield Plans 
throughout the U.S. have been mov- 
ing toward a more uniform pattern 
of benefits. This tendency has been 
encouraged by the fact that more 
and more labor groups and big in- 
dustries are now negotiating for 
prepaid services on a national scale. 
While such groups do not often care 
about the schedules of payments to 
local doctors, they do want their 
members all over the country to 
have the same scope of benefits—the 
same eligible services. 

Briefly, here’s the pattern of serv- 

ices that now seems to be pretty gen- 
erally accepted among Blue Shield 
Plans: 
@ Surgery, whether in or out of hos- 
pital, and without limitation as to 
the nature or number of procedures 
performed. 
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older subscribers. 

@ Medical services in hospital, from 
date of admission. Many Plans ex- 
tend these benefits up to 120 days 
or more, and some provide extra 
payments when the attending phy- 
sician has had to make repeated or 
prolonged visits in a “crisis” situa- 
tion. 

@ General anesthesia service, in or 
out of hospital, by a physician an- 
esthesiologist not employed by a 
hospital. 

@ X-ray services, diagnostic or thera- 
peutic; and professional laboratory 
interpretations; in or out of hospital, 
when rendered by a physician who 
customarily bills for such services. 
@ Physical therapy, in a hospital, 
when administered by a doctor who 
customarily bills for such services. 

This, essentially, is the common 
pattern of basic Blue Shield serv- 
ices, at least for “inter-Plan” or na- 
tional groups. 

Beyond all this, Blue Cross and 
Blue Shield have given national en- 
couragement to all Plans to develop 
a program of “extended benefits,” 
or “major medical” as it is more 
commonly known in the insurance 
world. 
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The problems _in- 
volved in ‘‘major 
medical” and the out- 
look for it will be 
discussed in the next 
and final article in 
this series in 
DENT PHYSICIAN. 


choice, 


Doctor’s plan 

You have undoubt- 
edly heard people re- 
fer to Blue Shield as 


Through his Blue 
Shield Plan the doc- 
tor has preserved the 
factors of free 
fee-for-serv- as a 
ice, and the private, 
confidential 
physician relation- 
ship which are basic 
to the provision of 
the best possible 
medical care. 


“Participating Physi- 
cian,” or, again, if he 
takes advantage of 
Blue Shield or uses 
its payment merely 
platform on 
which to charge a 
higher fee—then the 
doctor should not be 
surprised if some of 
his friends conclude 
that Blue Shield is 
run largely for the 


patient- 


“The Doctor’s Plan.” 
Indeed, some of the 
Plans encourage the use of this 
phrase as a sort of subtitle. Many 
physicians in various parts of the 
country are extremely proud—and 
rightly so—of the parts they played 
10 or 15 years ago, in creating their 
local Plan and in persuading their 
colleagues to support it. 

But to refer to Blue Shield as 
“The Doctor’s Plan” can have un- 
fortunate connotations. Anyone 
would acknowledge that a Blue 
Shield Plan is just as much “The 
Subseriber’s Plan” as “The Doctor’s 
Plan.” 

To some, the phrase, “The Doc- 
tor’s Plan,” may imply that the Plan 
operates mainly for the benefit of the 
doctor rather than the patient. 

Much depends on the attitude of 
the individual doctor toward his 
local Plan. If he fails to acknowl- 
edge the special responsibility that 
he and his colleagues have toward 
their local Plan, or if he doesn’t ob- 
serve his special commitments as a 
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doctor’s benefit. 

On the other hand, 
if the doctor looks upon himself not 
as the owner, but as the trustee of 
Blue Shield, if he speaks well of the 
Plan, if he tries to help his patients 
understand the program and use its 
benefits intelligently, then people 
will accept Blue Shield as another 
evidence of the idealism and social 
conscience of the medical profession. 

In a word, as “the doctor’s plan,” 
Blue Shield can either reflect the 
selfishness of medicine or it can 
testify to the doctor’s generosity and 
community-mindedness. — And it 
all depends on the average doctor’s 
attitude toward the Plan and those 
of its subscribers who come under 
his care. 

Blue Shield is “The Doctor’s 
Plan,” not in the sense that the doc- 
tor owns it, but because he created 
it, because medicine sponsors and 
controls Blue Shield, because the 
doctor is responsible for the success 
or failure of the Plan, and because 
it’s the most impressive evidence 


(TUs 

hos- 
the 
ihe 

of 

ices 

> to 

rom 4 
ex- 

lays 4 
xtra | 

phy- 

d or 

itua- 

n or 
an- 

ya 

1era- 

(tory 

vital, 

who 

ices. 

vital, 
who 

ices. 

mon | 
serv- | 

r Na- 
and “ 

en- 

velop 

fits,” 

more 

ance 

131 


medicine ever 
given that it is cap- 
able not only of pro- 
viding good service 
but of helping people 
pay for it. 

It’s well to keep 
these thoughts in 
mind if we are to 
have a sound per- 
spective on Blue 
Shield. There’s no 


denying the fact that 


Blue Shield Plans are 
designed to serve the 
entire community — 
not simply those who 
have the best health 
prospects, Regardless 
of change in health 
status, age or type 
of employment, Blue 
Shield guarantees 
subscribers the op- 
portunity to continue 
their enrollment. 


and calling in out- 
side technical aivis- 
ers to help them in- 
crease efficiency and 
reduce costs. 

In the early 1940's, 
the American Med- 
ical Association en- 
couraged the pioneer 
medically - sponsored 
plans throughout the 
U. S. to form the 
“Associated Medical 


Blue Shield has 


Care Plans.” A.M.A. 


brought great bene- 

fits to the doctor—but it would be 
fatal if most people concluded that 
it’s better for the doctor than for 
the patient who supports it. 


National Blue Shield 

In this article we have stressed 
the local nature of Blue Shield: its 
origins in local community initia- 
tive; its growth as a local com- 
munity enterprise, its continuing 
autonomy in seeking to work out 
its problems in the light of home- 
town needs and conditions. 

Blue Shield leaders soon dis- 
covered, however, that. they "have 
many problems in common: admin- 
istering a Plan, billing and account- 
ing, processing medical claims, 
maintaining statistics and records 
of their actuarial experience. In 
many technical fields of Plan oper- 
ation, Blue Shield administrators 
found great profit in getting to- 
gether, sharing - their experiences, 
developing manuals of operations 


lent A.M.C.P. its ini- 
tial organizing funds and gave it 
office space at A.M.A. headquarters. 
After a few years, A.M.C.P. set up 
a separate office and became the na- 
tional association known as “Blue 
Shield Medical Care Plans.” Al- 
though this association is entirely 
independent of A.M.A., three mem- 
bers of the board of directors of 
Blue Shield Medical Care Plans 
(known as the “Blue Shield Com- 
mission”) are appointed by the 
Board of Trustees of A.M.A., and 
their mutual interests are well co- 
ordinated. 

The name and symbol of “Blue 
Shield” were first used by the Plan 
in Buffalo, New York. Eventually, 
however, that Plan ceded its rights 
to the national association, and the 
members of Blue Shield Medical 
Care Plans have entered into an 
agreement stipulating how a Plan 
may qualify to use the name and 
symbol and how it can maintain 
that right. 
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The member Plans of the national 
association meet at least once an- 
nually to work out their policies and 
programs on matters of mutual in- 
terest. The national association has 
no power to determine the sub- 
scriber contracts, or to control the 
policies of any local Plan member. 
Each member Plan is required to 
meet and maintain certain member- 
ship standards if it wishes to con- 
tinue to be known as a Blue Shield 
Plan. For example, every Plan 
using the name Blue Shield must 
@ be endorsed by the state or 
county medical societies of the 
area in which it operates 
@ operate on a non-profit basis 
@ maintain free choice of doctor 
for the patient 
@ maintain the formal participa- 
tion of at least 51% of the 
eligible physicians in its area 
@ devote at least 75% of earned 
subscription income to benefit 
payments (the national aver- 
age is about 85%) 


maintain a professional rela- 


About 
The 
Author 


Mr. Bryan was 


Nationally known as a consultant in medical ad- 
ministration, public relations and prepayment, 
the author has more than 25 years’ experience 
in medical administrative work as executive sec- 
retary of the medical societies of New Jersey 
(state) and Westchester and New York (county). 
administrator of New Jersey’s Blue Shield Plan 
from 1950 to 1955. His authorship includes articles published 
in many of the leading medical journals as well as the book, 
“Public Relations in Medical Practice,” Williams & Wilkins, 1954. 


tions program including , 
number of specified minimum 
procedures 


@ meet certain specific financial 
and reporting requirements. 


“Blue Shield” is now a household 
word for medical care prepayment. 
Because it is so widely known and 
so highly respected, the name and 
symbol of Blue Shield are extremely 
valuable properties. And since Blue 
Shield is the only prepayment pro. 
gram that is generally endorsed by 
local units of organized medicine, 
it is a symbol of the American doc- 
tor’s concern for his patient’s wel- 
fare and security. 


Like Caesar’s wife, Blue Shield 
must be above suspicion. The fune- 
tion of Blue Shield’s national asso- 
ciation is not to govern the Plans 
(which it cannot do) but to establish 
and administer the high standards 
of organization and _ performance 
which any organization bearing the 
endorsement of the medical profes- 
sion should be expected to maintain. 
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suPPLIED: Multiple Com- 
pressed Tablets ‘Co-Del- 
tra’ or ‘Co-Hydeltra’ in 
bottles of 30, 100, and 500. 

MERCK SHARP & DOHME 
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Euthanasia 
and the Law 


George A. Friedman, M.D., LL.M. igno 


Tis legal definition of suicide is how 
“the deliberate termination of one’s felo 
existence, while in the possession Ir 
and enjoyment of his mental facul- atte! 


The question of liability 

and penalty in cases of 

suicide or euthanasia is 
determined by the courts ~ ties. If self-destruction is the re- 

in each state. In review- sult of accident, mistake, insanity or Ney 

ing past decisions, it is insane impulse, the legal conse- § “la 
obvious that a number of quences of committing suicide do 

inequities exist. not ensue. g 

The act of suicide has _ been ir 

viewed differently both morally and ce 

legally in various ages and stages of is 

civilization. neit 

At times the act of self-destruction § *'¢ 
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wis allied with a sense of religious 
duty, or a sense of honor. 


The Stoics considered suicide as 


praiseworthy and at times even pre- 
scribed by duty itself. Roman 
jurists did not consider either at- 
tempt at, or suicide itself by civilians 
as a crime. It was, however, other- 
wise in the case of soldiers. The 
canon law, however, held that sui- 
cide or its attempt was infamous, 
and should be attended with punish- 
ment so far as this was possible. 
Under the English common law, 
upon which our basic legal struc- 
ture was erected, suicide was a 
felony. The successful suicide was 
punished by forfeiture of the felon’s 
lands, goods and chattels to the 
king and ignominious burial in the 


public highway with a stake driven 
through the body. 

The English law of forfeiture and 
ignominious burial were held in- 
applicable to our institutions,? and 
in most jurisdictions suicide is not 


a crime. There are some states, 
however, which hold suicide to be a 
felony* or lesser crime.* 

In New York, neither suicide nor 
attempted suicide is a crime. While 
the act of suicide is censured in the 
New York Penal Law which de- 
clares: 

“Although suicide is deemed 
grave public wrong, yet from the 
impossibility of reaching the suc- 
cessful perpetrator, no forfeiture 
is imposed,” ® 

neither the act nor the unsuccessful 
uttempt is punishable. 
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It is not to the successful actor 
that the criminality of suicide is 
significant. Rather, the acts of at- 
tempted suicide, aiding and abetting 
suicide and certain civil aspects of 
the question give rise to its prob- 
lems. 


Criminal liability 


Defendant, at the request of his 
wife, an incurable invalid, mixed 
poison and placed it within her 
reach so that she could take her own 
life. In appealing a conviction of 
murder in the first degree the de- 
fendant contended that his wife 
committed suicide, and since suicide 
is not a crime in Michigan, he could 
not be found guilty of murder for 
furnishing her the means to accom- 
plish suicide. The court sustained 
his conviction for murder by poison. 

The majority of states hold with 
the Roberts case above, that one 
who helps another to commit suicide 
is guilty of murder. 

In Texas, however. a person who 
furnishes another with the means 
of suicide is not guilty of any crime. 
The court said in one case: 

“So far as the law is concerned, 
the suicide is innocent; therefore 
the party who furnishes the means 
to the suicide must also be inno- 
cent of violating the law. We 
have no statute denouncing sui- 
cidal acts; nor does our law de- 
nounce punishment against 
those who furnish the suicide with 
the means by which the suicide 
takes his own life.” 


| | 
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This language was substantially 
repeated in a later Texas case where 
the defendant was held not guilty of 
murder for inducing another to take 
poison which resulted in the latter’s 
death. The person who swallowed 
poison knew the character of the 
poison and took it voluntarily for the 
purpose of committing suicide.* 

Thus, in Texas, a person could be 
guilty of murder in a suicide case 
only if he actually killed the victim 
or forced him to kill himself. Most 
other states hold that it is a crime 
for anyone to incite, induce, encour- 
age, or aid another to commit sui- 
cide. 


As a rule it is not a crime to aid 
another to commit an act whic! js 
not criminal. New York, where sui- 
cide is not a crime, specifically jun. 
ishes such acts as instigating, aid. 
ing and abetting suicide by making 
them crimes sui generis. The crime 
is manslaughter in the first degree 
or a felony, depending upon whether 
the suicide was successful or an 
unsuccessful attempt.® 


Euthanasia 

Euthanasia is the mercy-motivated 
killing of a human being. When 
there is a voluntary killing of an in- 
curably ill person based upon an 
altruistic motive, the act is usually 
performed with premeditation and 
deliberation which are the requisite 
elements necessary to the conviction 
of murder in the first degree. As we 
saw above in the Roberts case, this 
classification of first degree murder 
is extended in some jurisdictions to 
acts of aiding a suicide; in the Rob- 
erts case by supplying the poison 
which was otherwise inaccessible to 
the victim. 


Recently there has 
been much contro- 
versy over the legal 
justification of eutha- 
nasia in this coun- 
try.1° Motive is not 
an element in a con- 
viction for homicide 
in this country today. 
although many peo- 
ple may consider a 
killing motivated by mercy less re- 
prehensible than killing for a base 
motive. Even those people who do not 
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modernize 
with 
Shampaine 
Steelux 


furniture 


Every detail of decor and 
layout is planned for you by 
Shampaine ...to create a 
relaxing atmosphere—patient 
comfort—medical efficiency 
in any size examining room. 


Write for complete Shampaine 
Steelux Decorating and Color 
Service today! 


1920 S. Jefferson, St. Louis, Missouri 


THE WORLD'S MOST COMPLETE LINE OF EXAMINING ROOM FURNITURE 
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condone euthanasia deplore the non- 
uniformity of law on the subject. 
For the sympathies of the public 
toward mercy-killers cause the law 
in many jurisdictions to be circum- 
vented by various methods, leading 
to an inequitable distribution of 
justice. The following cases so evi- 
dence. 


Inequities 

In some cases mercy killers are 
not indicted at all. In other cases 
they are indicted and convicted of a 
lesser crime than that justified un- 
der statutory law and put on proba- 
tion. In Repouille v. U. S.!' de- 
fendant deliberately put to death 
his son, a boy of thirteen, by means 
of chloroform. “His reason for this 
tragic deed was that the child had 
suffered from birth from a brain 
injury which destined him to be an 
idiot and a physical monstrosity, 
malformed in all four limbs. The 
child was blind, mute, and deformed. 
He had to be fed; the movements 
of his bladder and bowels were in- 
voluntary, and his entire life was 
spent in a small crib. Repouille 
had four other children at the time 
toward whom he has always been a 
dutiful and responsible parent; it 
may be assumed that his act was to 
help him in their nurture, which was 
being compromised by this burden 
imposed upon him in the care of the 
fifth. The family was altogether 
dependent upon his industry for 
their support. 

Repouille was indicted for man- 
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slaughter in the first degree, but tie 
jury brought in a verdict of man- 
slaughter in the second degree with 
a recommendation of the “utmost 
clemency ;” the judge sentenced him 
to not less than five years, nor more 
than ten, execution to be stayed and 
defendant was placed on probation 
from which he was discharged five 
years later. 

Judge Hand points out the moral 
revulsion of the jury from bringing 
in a verdict of what was clearly first 
degree murder, bringing instead a 
verdict which was flatly in the face 
of the facts and utterly absurd 
(since manslaughter in the second 
degree presupposes that the killing 
was not deliberate), the verdict and 
sentence clearly indicating the sym- 


pathies of trial judge and jury. The 
inequities of this legal system are 
clear since as he points out a simi- 
lar offender in Massachusetts, while 
not executed, was imprisoned for 
life.?2 


In the case of State v. Sander™ 
defendant, a physician, was accused 
of the murder of his cancer-ridden 
patient by the injection of 40 cc. of 
air into a vein of the patient’s arm 
shortly before her death. 

The defendant dictated into the 
hospital records a statement that 
he had injected ten cubic centi- 
meters of air four times into the 
veins of an incurable, ill, suffering 
cancer patient, and that she “expired 
within ten minutes after this start- 
ed.” He subsequently dictated the 
same facts to his nurse, and later 
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made similar admissions to local en- 
forcement authorities and others, 
making such statements on the day 
of his arrest and immediately there- 
after. The defendant was acquitted 
by a jury on the ground that there 
was no sufficient proof of causation. 

In 1950, Carol Paigt, a college 
girl, was acquitted by the jury on 
charge of second degree murder 
(which carries a mandatory life 
sentence in Connecticut) of killing 
her hospitalized father who was 
fatally ill from cancer. The ground 
of acquittal was that of temporary 
insanity at the time of the commis- 
sion of the act." 

In Michigan, Eugen Braunsdorf, 
a symphony musician, was acquitted 
by reason of insanity in the mercy 
killing of his crippled adult daugh- 
ter who had required hospitalization 
all her life.?° 

But in Allentown, Pennsylvania, 
in the same year, Harold Mohr, in- 
dicted for the mercy killing of his 
blind cancer-stricken brother, was 
convicted of voluntary manslaughter 
and sentenced to from three to six 
years in prison and $500 fine, even 
though he also pleaded temporary 
insanity and even though, in con- 
trast to the other cases, there was in 
the Mohr case evidence that the ac- 
cused had killed his brother upon 
the latter’s urgent and repeated re- 
quests. 

The relatively lenient sentence im- 
posed on Mohr was a result of the 
jury’s recommendation of mercy. On 
sentencing the defendant, the judge 


pointed out that the defendant h id 
acted as a martyr and must sufler 
punishment as the price of martyr- 
dom.'® 

In the Mohr and Roberts cases 
where deceased in both instances 
desired to commit suicide, the euth- 
anasia amounted to aiding a person 
to commit suicide. Some advocates 
of euthanasia laws think that re- 
quest for or consent to homicide 
should legalize this homicide in 
some. manner or at least mitigate 
the penalty. Such advocates limit 
these cases to incurable and hope- 
lessly painful subjects who consent 
to or request the actor to put an end 
to their suffering. 

The objective is the merciful one 
of reducing the needless suffering 
of the subject for his sake. The 
troublesome cases such as the Re- 
pouille case which involve a subject 
who could not consent would be out- 
side the scope of this limited law. 

Other writers favor no change in 
the system but “trust for a while yet 
to the imperfect but elastic equity 
in the administration of the law as 
written.” 17 


Suicide and insurance 


In an Illinois case in the early 
1900’s insured committed suicide. 
Under the provisions of the consti- 
tution of the insurance company, the 
insurance certificate was made null 
and void if the members died by 
reason of violation of the criminal 
law. In an action on the policy the 
company contended it was not liable 
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since suicide was a crime. The court 
held that the company was liable 
on the policy since suicide was not 
a crime in IIlinois.1® 

Suicide is a crime involving moral 
turpitude in Alabama. The insur- 
ance policy in Penn. Mutual Life 
Ins. Co. v. Cobbs’ contained a 
clause to the effect that suicide 
voided the policy. The issue raised 
in the case was whether deceased 
committed suicide. The court held 
that the presumption of innocence 
obtained, as it does in every trial 
where criminal intent is in issue, 
and that this presumption could be 
overcome only by a preponderance 
of evidence. This is more evidence 
than required in the usual civil 
case, and the insurance company 
failed to prove suicide. 

Insured sued under a disability 
policy for benefits for permanent 
loss of sight of both eyes as a result 
of an attempted suicide. While the 
policy did not restrict liability for 
disability benefits in cases of at- 
tempted suicide, the insurance com- 
pany interposed as a defense that 
suicide and its attempt were im- 
moral and an infamous crime, at 
common law, and it would be against 
public policy to permit one to profit 
by his own fraud, or take advantage 
of his own iniquity. The court held 
that attempted suicide was not an 
offense in Indiana, and the company 
could easily have inserted a clause 
in the policy cancelling it in case 
of suicide had such a clause been 
within the contemplation of the 


parties.”° 

In a 1944 Georgia case, one 
clause in a life insurance policy pro- 
vided that the company was not 
liable “if the insured, whether sane 
or insane, shall die by his own hand 
or act within two years from the 
date of issue of this policy.”  In- 
sured within two years from the date 
of issue of the policy died by jump- 
ing from a sixth story window of a 
hotel by reason of an hallucination 
to escape from his imaginary ene- 
mies. 

The insurer was held liable on 
the policy since the insured did not 
realize that his act would as a 
natural consequence produce death. 

In other words it was held even 
under the quoted clause that an 
“intention” on the part of the in- 
sured to take his own life was neces- 
sary to constitute “suicide,” whether 
the intention was a sane or an insane 
one.24_ This case is still somewhat 
of a minority view, although recently 
more courts have been adopting it. 
The other view is that where the 
policy states “sane or insane” the 
very act of self-destruction defeats 
recovery in a life insurance policy.” 

Insured committed suicide by ly- 
ing across railroad tracks in such a 
position that his head was severed 
from his body by the wheels of an 
oncoming train. At the time of the 
suicide the insured was “so insane 
as not to comprehend the nature of 
the act or of the physical result 
which would flow from it.” 2% 

The court held that for this rea- 
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son, death was accidental within 
the meaning of an accidental policy 
insuring against bodily injuries 
from external violent and accidental 
means. The death was unexpected 
and unintended and thus was death 
by accident. The authorities are in 
accord with this view, although there 
is some opinion to the contrary in 
cases where the insured, though in- 
sane, was conscious of the act he 
committed and was not driven to the 
commission of the deed by an insane 
impulse which he had not the power 
to resist.?4 


Civil liability 


There are many cases on record 
in which plaintiffs seek to recover 
damages for death of deceased 
where the immediate cause of death 
was suicide, allegedly committed 
while deceased was afflicted with in- 
sanity resulting from injury by de- 
fendant. 

The law on the subject has not 
changed since 1882 when the lead- 
ing case of Scheffer v. Washington 
City, V. M. & G. S. R. Co.25 was 
decided. In that case a passenger 
was injured about his head, neck 
and spine in a railway collision. 
Plaintiffs alleged that deceased be- 
came disordered in mind, brain and 
spine because of the injuries, that 
his reasoning powers became pros- 
trate and he took his own life. The 
court held that the insanity and 
suicide were not a natural or prob- 
able result of the negligence of the 
railway officials, but that unexpected 
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causes intervened between the ict 
which injured him and his death. 

In other words an act of suicide 
resulting from a moderately inteili- 
gent power of choice, even though 
the choice is determined by a dis- 
ordered mind is deemed a new and 
independent cause of death. 

But if deceased acts without voli- 
tion under an uncontrollable im- 
pulse without understanding the 
physical nature of his act the rule 
is otherwise. 

A druggist who negligently or 
illegally sells drugs to a person who 
thereupon commits suicide is not 
liable to his heirs for his death. 
But by statute in many jurisdictions 
one who provides a person with in- 
toxicating liquor is liable for the 
wrongful death of that person if 
the liquor thus provided was the 
cause of deceased’s intoxication 
which in turn was cause of suicide. 
cide. 


Hospital liability 


Deceased, a ward patient, while 
in a temporary fit of insanity not 
previously displayed, arose from her 
bed unobserved, found her way to 
the toilet room of that floor, leaped 
from the window, and was killed by 
her fall of four stories to the ground 
below.?® 

The court held the house surgeon 
and hospital free from liability for 
her death. “An injury to her health, 
due to interference with the success 
of the operation by her incautious 
movements is the utmost that could 
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in reason be apprehended. Her 
death in the manner detailed was 
not to be expected. It was not 
shown that there was any possible 
ground for apprehending a suicidal 
tendency on her part.” There was 
no reason to place a special watch 
on decedent all night. 
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In a Missouri case a surgeon of a 
hospital who had charge o! ap 
insane person placed him aboard a 
train unattended and without notice 
to his family. The surgeon knew 
deceased would have to find his way 
home in a populous city. Deceased 
wandered about the streets lost for 
about two hours, and then, partially 
disrobed, lay down on the street car 
track and was killed by a street car 
shortly thereafter. In holding that 
the liability of the hospital was de- 
pendent on deceased’s actual insan- 
ity the court said that deceased’s act 
could have reasonably been antici- 
pated by the surgeon.?? 

The most important single factor 
in determining whether or not a 
hospital was negligent in failing to 
prevent the suicide of a patient is 
whether or not the hospital author- 
ities under the circumstances could 
reasonably have anticipated that the 
patient might harm himself. 

In a 1952 case, deceased jumped 
from a hospital window while suf- 
fering from post partum psychosis 
following the delivery of a child. 
The suicide took place while the 
patient’s private physician was in 
the doorway with his back to the 
patient, and the woman’s special 
nurse left to make a telephone call 
at patient’s request. 

There was proof that the hospital 
knew of the woman’s disturbed men- 
tal condition and did not advise her 
private physician of her irrational 
behavior before the suicide. No 
measures were taken to safeguard 
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the patient other than to tuck the 
bedclothes in the bed. Under these 
circumstances it was held that the 
hospital was obligated to use reason- 
able care to prevent the woman from 
injuring herself.28 dissenting 
opinion felt that the patient’s pri- 
vate physician and special nurse 
were negligent in that they left 
patient unattended even for a short 
period of time, and that they and 
not the hospital should bear legal 
responsibility for the act. 


Compensation 

The cases in Workmen’s Compen- 
sation in which there was injury 
prior to suicide have been decided 
in the same way as the insurance 
cases and cases of wrongful death 
by injury. Where insanity and sui- 
cide follow an injury to a workman 
which was otherwise compensable, 
compensation may be awarded if the 
workman took his own life through 
an uncontrollable impulse, or in a 
delirium of frenzy and without con- 
scious volition to cause death. But 
where there is wilful choice, though 
insane, the suicide is not compen- 
sable. 

One case has been found holding 
that suicide is compensable even 
without injury so long as it arose 
out of the course of employment and 
was caused by the employment. In 
this case a librarian who was tem- 
peramentally overconscientious and 
zealous for the good of the library 
worked many more hours than re- 
quired. In addition she did volun- 


tary work outside for other libra 
associations. She had by heredity 
a predisposition to mental trouble 
The long hours of work caused ex 
cessive fatigue, and a_ physical 
breakdown occurred followed by 
nervous breakdown resulting in suj 
cide. The act was due to uncon. 


trollable impulse for which she wasim 


not normally responsible.”° 


Pensions 


Whether a policeman or fireman 
who commits suicide while sane is 


entitled to a pension depends on them 
ordinance or statute providing forl 


payment of the pension. Under a 
New Jersey pension statute provid- 
ing for payment of a pension if the 
police officer “died from causes other 
than injuries received in the per 


formance of duty,” the _petitionerfi 


was held entitled to the pension. The 
court regarded the provisions of the 
statute as in effect providing insur 
ance for survivors.®° 


But a pension to the widow way 


denied in an Indiana case where her 
husband on duty as a_ policeman 
shot three others before killing hin- 
self. The court said there was no 
relation between the act of self-de 
struction and the deceased’s duty as 
an officer.*? 

The widow of a person who con- 
mits suicide while insane is entitled 
to the pension where the insanity is 
directly traceable to a previous it- 
jury incurred while in the line o 
duty. In this line of cases there is 
no discussion of volitional acts 
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while insane or uncontrollable im- 
pulse. The only issue is whether 
insanity and suicide resulted from 
an injury acquired in the line of 
duty, or from other facts independ- 
ent of the injury. In a 1946 case 
the court held that decedent’s death 
by suicide was the result of mental 
illness caused by excessive drinking, 
not by any injuries received while 
engaged in his duties as a police 
officer. 

The court reached this conclusion 
despite a great deal of evidence 
tending to show a change in de- 
cedent’s mental attitude following a 
serious injury twelve years prior to 
his death which resulted in one leg 
being shorter than the other and 
which necessitated the use of a brace 
and crutches for a long time.®? 
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POSTOPERATIVE PULMONARY COMPLICATIONS 


ALEVAIRE 


Nontoxic Mucolytic Mist 


“Postoperative pneumonia is almost always 
neglected atelectasis and must be treated as such. 


I have seen it cleared up within a few hours 


when treated correctly. Alevaire is part 
of this treatment.”” 


Postoperative pulmonary complications 
are frequent in patients with a history 
of chronic sore throat, chronic cough, sinus 
infections, postnasal drip or heavy smoking. 
They can usually be prevented by the 
prophylactic use of Alevaire. 


Alevaire should be administered only by aerosol 
nebulizers which deliver a fine mist without large 
droplets. The nebulizer is attached to an oxygen 
supply tank or suitable air compressor. The Alevaire 
vapor may be inhaled directly from the nebulizer 

by means of a face mask, or it may be delivered 
into a croup tent, incubator or special tent; only those 
appliances should be used which deliver a fine mist. 


Depending upon the output of the nebulizing device 
1 bottle (500 cc.) is usually sufficient to last 
from eight to twenty-four hours. 


LABORATORIES 
NEW YORK 18, N.Y. © WINDSOR, ONT, Supplied in bottles of 60 cc. and 500 ce. 


ove, M.S.: Paper read at Meeting of the Champaign County Medical Society, Champaign, Ill., Mar. 12, 1953. 
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Medicine's 
Stepchildren 


Is the rural physician a stepchild of the profession? 
The author discusses some of the special problems of 
this group of “‘country doctors.”’ 


The warm spring rains flooded the 
road from Deer Park to Vinegar 
Bend. Most of the highways in 
southern Alabama were marked by 
posts with small flags to help drivers 
learn where the roads were. My car 
edged forward slowly. I hoped fer- 
vently that it would keep moving as 
the water crept to the car doors. I 
passed over a bridge which also was 
under water. 

There was a musty scent in the 
balmy Alabama atmosphere. Spring 
in the deep South makes a person 
feel mighty happy to be alive in 
spite of the flooded condition of the 
roads with much of the landscape 
under water. The mocking birds ex- 
tolled the jubilance of Spring from 
many a tree and post. 

A doctor has time to think of many 
things while he makes rural house 
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Wallace Marshall, M.D 


calls. It never dawned on me that 
country practice would present » 
many diversified and _ important 
events which had never been men 
tioned in those many medical text- 
books I had read during my formal 
training. No medical volume had 
explained how a woman with a pla- 
centa praevia miles in the country 
could be treated adequately in the 
country farmhouse. Nor had I been 
taught how to take care of a tuberct- 
lous man with pulmonary hemor 
rhage who refused hospitalization 
and who lived in a hut in a turper 
tine swamp, miles from any hospital. 

I had practiced previously in 4 
fair-size city having adequate hos 
pital facilities and plenty of compe 
tent medical assistance and equij- 
ment. But, in some sections of 
southern Alabama, I treated patients 
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Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 
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in homes which were devoid of the 
simplest furniture. A flashlight was 
a must, because electricity was not 
available in many homes. Neverthe- 
less, a sincere “thank you” was 
always given whenever it came time 
to leave. The doctor very seldom 
went away from a house call without 
a freshly baked piece of cake or 
some sort of a small gift from his 
appreciative patients. 


Experience 


These people did not enjoy many 
of the advantages which are the 


DR. CHRISTIAN 


While collecting manuscripts 
from a large group of country 
doctors for a recent attempt to 
have a volume published on 
rural practice, I invited the 
famous and beloved actor, Mr. 
Jean Hersholt, to contribute a 
short article. The entire nation 
was stunned recently by the 
death of this distinguished and 
benevolent person. 

So that his contribution will 
not become lost, I am including 
his article in this manuscript. 
Mr. Hersholt was the epitome of 
everything fine and courageous 
during his long acting career 
during which time he portrayed 
the beloved Dr. Christian, a 
country doctor. Consequently, 
he became the idol of a count- 
less number of Americans, 
young and old alike .. . 
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good fortune of others who reside in 
different and more lucrative portions 
of our great country. Yet these grate. 
ful Alabamians learned to share 
what they had with even a stranger 
such as myself. This rich experience 
gave me the impetus to write this 
article so that proper attention might 
be given to this highly important 
matter of rural practice with its 
many facets of interest. 

Years have passed since my Ala- 
bama experiences. In my present 
location, I still make house calls in 
the country. And I can assure all 
my readers, who have not had the 
opportunity of doing similar work, 
that they are missing some very rich 
and gratifying experiences. 

It does not take a physician long 
to discover the hardships along with 
the decided pleasures which are con- 
nected with rural practice. Most 
country folks possess an abundance 
of sincere compassion for their 
neighbors and friends who are ill. 
No time has to be spent by the doc- 
tor in argument over the merits or 
the demerits of the last issue of some 
monthly layman’s publication which 
attempts to teach the public “do it 
yourself medicine.” 

These country folks are quite con- 
tent to allow the practice of medicine 
to remain in the hands of their 
family doctor. I only wish the same 
situation were true in the urban 
centers, where so many housewives 
apparently think they know more 
about medical procedures than do 
their family doctors. 
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GOOD PRESENT DAY ALL-PURPOSE DIGITALIS ...GITALIGIN 
_.& PREPARATION WHICH HAS A WIDER MARGIN OF SAFETY...""* 
VISUAL HEART CLINIC—ONE OF A SERIES 


RHEUMATIC HEART DISEASE « MITRAL STENOSIS AND INSUFFICIENCY 


ROENTGEN CONFIGURATION—Postero-anterior examination—moderate heart 
enlargement—right ventricular enlargement—prominence of pulmonary artery segment. 
‘aken from White Laboratories’ Technical Exhibit, American Medical Association 105th Annual Meeting, Chicago, June 11-15, 1956. 


very year since 1950 when Batter- ‘ Widest safety margin of any 
man, et al. published the results of | currently available digitalis gly- 
their study of 230 cardiac patients,  coside (average therapeutic dose 
clinical evidence has repeatedly only 1/3 the toxic dose; in con- 
confirmed the therapeutic advan- __ trast, therapeutic doses of other 
tages of GITALIGIN. preparations are approximately 
For initial digitalization and main- _ 2/8 toxic dose) 
tenance, GITALIGIN has proved to (2) Uniform clinical potency 
be the “digitalis of choice” for these (3) Moderate rate of dissipation 
significant reasons: (4) Short latent period 


Patients now being maintained with other cardiotonics can be easily switched to GITALIGIN: 
0.5 mg. of GITALIGIN is approximately equivalent to 0.1 Gm. digitalis leaf, 0.1 mg. digitorin, 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 
TABLETS— sorties OF 30, 100, AND 1000 DROPS— 30 CC. BOTTLES WITH DROPPER CALIBRATED 
FOR 0.05, 0.1, 0.2, 0.3, 0.4 AND 0.5 MG. 
INJECTION—S CC. AMPULS CONTAINING 2.5 MG. (0.5 MG. PER CC.) OF GITALIGIN, PACKAGES OF 3 AND 12 AMPULS, 


E *EMRLICH, J.C: ARIZONA MED. 12:239 (JUNE) 1955. 
White Laboratories, Inc. Kenilworth, New Jerseu BIBLIOGRAPHY FURNISHED ON REQUEST 
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Hollywood’s Country Doctor 


Through my fictional interpretations of the country doctor, I have 
come to understand and appreciate the service he renders his nation 
both in peace and war. I have come to realize that true-life drama 
is the rule rather than the exception in the country doctor’s life. 
With the burden of his own particular world on his shoulders, he 
finds himself the central character of many melodramas. 

To me, one word describes the American country doctor simply: 
dedication. To everything of importance to human life, to the mercy 
of healing, to the joy of birth, to the hours of death, to the faith 
of the maimed, and to the despair of the diseased, he stands alone 
as a personal messiah that most every citizen has at some time or 
another looked to with hope and assurance. 

My work as a fictional doctor started many years ago with the role 
of Dr. Hochberg in “Men in White.” This sincere and moving char- 
acter provided the incentive for me to seek further roles as a medico. 

The part of Dr. Allan Roy Dafoe followed in “The Country Doctor.” 
During the filming of this movie, in Callander, Ontario, I became well 
acquainted with Dr. Dafoe, and thereby developed a friendship that 
lasted until his untimely passing. I attempted to make my portrayal 
a tribute to the guod doctor and all he stood for. This most famous 


Remote I gave a talk a few years ago in a § purely 

Rural practice can be considered small hospital in Alabama. A few of § He is 
as a specialized form of general these doctors had not seen each other § decisi 
practice. The country doctors usually for nearly a year. They were the only §j emerg 
follow the same therapeutic proced- two doctors in their entire county J taxed 
ures as do their urban general prac- and each physician’s practice cov- Jj sary | 
titioner colleagues. The main dif- ered about an 80-mile radius. They § tory 1 
ference appears to be the fact that had to work day and night in order § and 1 


the rural doctor must conduct his to keep up with their staggering load monp 
practice with a paucity of equipment of daily work. And rarely did they § assist 
and personnel. Time and distance have time for such a luxury as a §§ other 
are also of prime importance. Many medical meeting. When these rural @ tunity 
times he is confronted with little or doctors left their practice, no other j meeti 
no assistance from his medical col- colleague was available to handle Ho 


leagues, who may be many miles 
away and in an opposite part of the 
county when a consultation might be 
needed. 
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their work. 

This lack of desirable chances for 
consultations with colleagues neces 
sarily places the country doctor 
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of rural physicians did much, during his lifetime, to promote the 
good name and dignity of his profession. 

It was the part of Dr. Dafoe, which I interpreted in two additional 
movies, that led to the creation of my role as radio’s “Dr. Christian.” 
I think it can, without false modesty, be said that in his eighteen 
years of “practice,” the old doc has become a very real person to 
many people. He’s received thousands of communications requesting 
medical and domestic advice, and has even been cited by the Ameri- 
can Medical Association! As much as I have tried to discourage fans 
from asking Dr. Christian such advice, they still continue to do so. 
My only explanation is that the character must personify the doctor 
in their own community, and with such a relationship in mind, people 
have come to build up their own particular faith in the principles 
he represents. 

The almost unbelievable story of a child who kept repeating the 
name of Dr. Christian, as she came out of the anaesthetic following 
major surgery, and the beneficial results when her doctor assured her 
that he was Dr. Christian, is only one of many like experiences that 
come in the mail. 

Such faith in a mythical country doctor is a tribute to all rural 
men of medicine . . . the men who operate with their hearts as well 
as their hands. —Jean Hersholt 
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purely and completely on his own. 
He is forced to make important 
decisions on the spot in certain 
emergencies. His efforts may become 
taxed severely because it is neces- 
sary many times to obtain satisfac- 
tory results without diagnostic aids 
and trained personnel, quite com- 
monplace in most urban areas. Much 
assistance, however, can come from 
other rural colleagues if an oppor- 
tunity, such as attending a medical 
meeting, were to take place. 
However, these doctors are so 
overworked that they just do not 
have time for medical meetings. 
Hence, many rural doctors have 
found it necessary to drop their 
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memberships in the American Acad- 
emy of General Practice. They could 
not leave their practice in order to 
attend meetings in order to acquire 
their study requirements for their 
membership. 


Necessity 

As the old saying goes: “neces- 
sity is the mother of invention.” 
Perhaps in no other field of medical 
practice is this more true than in the 
daily practice of rural medicine. 
Improvisation, born of necessity, be- 
comes rather common in the country 
practice; one must get along with 
what he has available in such an 
exhausting and exacting type of 
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work. Many times the answer to the 
rural doctor’s questions cannot be 
found in medical journals or text- 
books. 

Obviously, new and highly valu- 
able approaches to the many varied 
problems in rural practice are pro- 
duced because of his own experi- 
ences and effort. These novel and 
highly serviceable procedures should 
be made available to the many other 
medical colleagues who are engaged 
also in country practice. The rural 
originators should have these sug- 
gestions or discoveries published in 
suitable medical journals. Unfortun- 
ately, such avenues are not, for one 
reason or another, open to him. 


Fresh approach 


What a positively refreshing event 
would be the appearance of these 
rural practitioners on the scientific 
programs tendered by any state 
society! An entirely fresh approach 
to many stereotyped considerations 
of disease could do much to break 
the monotony of many a routine 
medical meeting. 

Furthermore, the country doctor 
could emerge from such activities as 
an authority in his own right and in 
his own field of interest which is 
concerned with rural practice. Ob- 
viously, the country doctor desires to 
have all the many advantages which 
are available from an urban prac- 
tice. But, many times his patients 
are too poor to avail themselves of 
adequate urban hospital care. These 
country folks need medical care just 


sau 
for k 


as badly and perhaps more so than 
do their urban counterparts. And 


schiz 
their only source for medical care 


comes from the country doctor and 
his capable colleagues. psye 
orga 


Centers 


The many Hill-Burton hospitals. 
built by federal government funds, 
have accomplished much for the 
benefit of both the public and our 
rural medical confreres. These rural 
hospitals have become a decided 
boon to the cause of rural medicine, 
since many doctors can use these 
excellently equipped centers also to 
treat outpatients. It is much easier 
for country folks to bring their 
patients to these hospitals. Conse- 
quently, the wear and tear on our 
rural medical colleagues is and will 


Squibb 7 
continue to become lessened. Coun- 
try house calls are so time consum- 
Chem 
ing. Furthermore, the rural doctor § penefic 
cannot bring all the necessary equip- § pparn 
ment and facilities to the farmhouse. 
By far the best procedure is to have § Does n 
patients consult their rural phy- § Drug i 
sicians in these centers or at the § Active 
doctors’ offices. Beneficial results 
will be observed from this simple § tntract 
but highly efficacious procedure, | § Psycho 
am sure, especially when more and § PMecti 
more rural folks get used to this a 
rather new idea. The physical exer- J not ob: 
tion upon the doctors will become J Dosag 
lessened, and I believe the passing > ie 


of time will prove that our rural 
doctors will have their life spans 
lengthened as the direct result of this 
highly sensible procedure. 
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SQUIBB ANNOUNCES a new, improved agent 
for better management of psychotic patients 


- schizophrenia 
- panic states 


- psychoses associated with 
organic brain disease 


VESPRIN 


Squibb Triflupromazine 10-(3 th inopropy!)-2-(trifluoromethyl) phenothiazine hydrochloride 


Chemically improved Modification of the phenothiazine structure potentiates 
beneficial properties ... reduces unwanted effects 


Pharmacologically improved Enhanced potency with far less sedative effect 
Clinically improved 

Does not oversedate the patient into sleepiness, apathy, lethargy 

Drug induced agitation minimal 


Active and rapid in controlling manic states, excitement and panic... in modifying 
the disturbing effects of delusions and hallucinations .. . in moderating hostile be- 
havior... in facilitating insight 


Intractable behavior patterns brought under control . . . patients made accessible to 
psychotherapy ... nursing care reduced .. . social rehabilitation hastened 


Effective dosage levels may be reached without development of side effects 


In extensive clinical experience—singularly free from toxicity: Jaundice or liver dam- 
age—not observed / Skin eruptions—rare / Photosensitivity—rare / Blood dyscrasias— 
not observed / Hyperthermia—rare / Convulsions—not observed 


Dosage: Usual initial dose, 25 mg. t. i. d., to be adjusted according to patient response. 
See literature. 


Tablets of 10, 25 and 50 mg. 


y Squibb Quality—the Priceless Ingredient 


‘VESPRIN’ IS A SQUIBB TRADEMARK 
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Specialization 


Specialization in medical practice 
is a fait accompli! This specializa- 
tion has affected metropolitan prac- 
tices very definitely, particularly 
with hospital staff procedures. This 
change has not, fortunately, affected 


those doctors who practice in most 


of the rural areas of our nation. 

Recently, an editor of a nationally 
known medical journal claimed that 
rural practice is just about a thing 
of the past. He cited the improve- 
ments in automobile transportation 
as one of the factors for causing this 
supposed decline of rural medicine. 
He claimed that hospital insurance, 
which so many persons possess, 
brings these people to the cities for 
hospital care. According to this edi- 
tor, only those physicians who are 
advanced in years remain to carry 
en these declining rural practices. 

I cannot agree. 

Each point made by this editor is 
open to serious questioning. 

The only correct statement is in 
the obvious fact that improved high- 
ways have made it easy for the rural 
populace to go to the urban centers 
for treatment. But by the same token, 
rural physicians are now able to 
make more house calls so much 
easier and with a definite saving in 
time. Furthermore, the Hill-Burton 
hospitals, of which there are many, 
have so improved the status of rural 
practice that these hospitals are now 
in a position to challenge the excel- 
lent type of medical care which is 
and has been available in the many 
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urban medical centers. 

If rural medical care has jm. 
proved so markedly because of the 
advent of these Hill-Burton hospitals, 
why then, one may ask, are these 
doctors Medicine’s Stepchildren? 

I have been giving much of my 
time to an intimate study of these 
conditions which are connected 
closely with rural practice. This 
work has been followed for several 
years. During my visits to interview 
some of these rural medical collea- 
gues, I have been most pleasantly 
surprised to learn that so many in- 
telligent and highly qualified young 
doctors have become attracted to 
many of these rural locations. 


For many years I have _ been 
harboring the feeling that no volume 
which deals with the practice of 
medicine had been published which 
dealt adequately with the many top- 
ics which have to do with rural 
practice. Accordingly, I attempted 
to get a well-known publisher inter- 
ested in publishing such a volume. 
Over 400 rural doctors were invited 
to write chapters which dealt with 
the many facets in rural medicine. 
At length, over 60 of these doctors 
submitted their writing assignments, 
and this material was forwarded to a 
medical book publisher. After some 
delay, he informed me that he could 
not publish the volume because the 
material did not approach the per- 
fection he desired. Furthermore, the 
cost of production did not warrant 
the chance for the book’s pecuniary 
success. 
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HLOROPROCAINE HYOROCHLORIDE) 


the new local anesthetic 


more potent... yet less toxic / than procaine 


SWIFT ONSET “Sensory anesthesia was complete 


within 6 to 10 minutes.”* 


GREATER SAFETY “Its [Nesacaine] chief virtue appears 
to be its relative non-toxicity. [No re- 
actions in 350 anesthetics. ]”? 


HIGH DIFFUSIBILITY “The almost instantaneous onset of anes- 


thesia . . . is caused by the increased pene- 
trating capacity [of Nesacaine] . . .”* 


MAXIMAL “Nesacaine ... was found effective .. . it 


EFFICACY would appear to be the best agent for use as 
a local anesthetic.”? 


1. Colavincenzo, J. W., and others: Pennsylvania M. J. 59:338 (March) 1956. 
2. Ansbro, F. P., and Furlong, R. E.: Adelphi Hosp. Bull. 15:2 (May) 1957. 
3. Foldes, F. F., and McNall, P. G.: Anesthesiology 13:287 (May) 1952. 


in 30cc multiple dose viais—/In 30cc single dose viais— 
1% Nesacaine for infiltration and 3% Nesacaine for caudal and 


field block epidural block 
2% Nesacaine for regional block 


MALTBIE LABORATORIES DIVISION / WALLACE @ TIERNAN INC. 
Belleville 9, N. J. 
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It had been my own concern that 
such a costly publishing project 
might not succeed. It takes big 
names to put over a financial suc- 
cess with such a book. The medical 
profession might not be interested in 
purchasing the works of unknown 
authors. Consequently, executives of 
other publishing firms refused to 
publish the volume, and the project 
was dropped. 


Merits 


In spite of our inability to get this 
proposed book published, interest in 
this worthwhile project remains ex- 
ceedingly high among almost all the 
authors who wrote for this volume. 
All these physicians feel that this 
project has many merits and that 
measures should continue to get the 
volume in print. But since this work 
has been very costly in time and 
finance to me, it could not be con- 
tinued. The marvelous interest and 
the cooperation given by almost 
every author was most outstanding. 
Our writers consisted mainly of 
small town rural doctors, although 
a few specialists handled some of the 
more intricate topics such as the skin 
diseases and certain surgical sub- 
jects. 

The nature of the material con- 
tained in the articles written by these 
rural physicians was concise, highly 
practical and applicable, and it con- 
tained the most important aspects of 
the subjects which were covered by 
each author. These findings brought 
out a rather interesting point. Spe- 
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cialists and general practiiioner, 
alike have identical sources for 
needed information on almosi every 
subject. Such sources of information 
come from various journals and text. 
books, unless certain outstanding 


authorities happen to record their c 
own research findings from their 
personal studies. Hence, the informa- DEL 
tion which both specialists and rural The 
physician record in their papers fres 
comes from easily accessible pub- eve 
lished sources which are available tod 
to all doctors. Such sources for me 
medical information causes one to fati 
ponder over the question as to who, (it 
if any, is a real authority. What does per 
the specialist know which is not far 
readily available to the general prac. vn 
titioner if he just takes the neces- ord 
sary time to become acquainted with one 
this readily available information? ws 
GP and rural Ins 
pre 
Why is there the evident tendency the 
to overlook the knowledge possessed Re: 
by the general practitioner and rural you 
doctor in favor of the information pre 
which the specialist possesses? So 
far as I am aware, only one major 
difference separates these two types 
of physicians. The specialist spends 
far more time and energy, and he 
obtains more experience with a 
limited number of disease entities. hee: 


The general physician holds himself 
responsible for the care and treat- 
ment of almost all types of diseases 
of men, women and children. 
What is the main difference be- 
tween the general practitioner and 
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om new Carnation Instant?” 
_ YOU'LL DISCOVER WHY THIS EXCLUSIVE CRYSTAL 


FORM OF NONFAT MILK HELPS YOUR PATIENTS “STAY 
WITH” A DIET...IT TASTES SO GOOD! 
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DELICIOUS FOR DRINKING: 
These remarkable crystals burst into 


apers fresh flavor nonfat milk instantly, 
pub even in ice-cold water. Ready 

lable to drink. Enjoyed with and between 

s for meals, Carnation Instant helps allay 


ie to fatigue and hunger. Extra crystals 
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nutrients. Patients who resist 
ordinary nonfat milk enjoy self- 
enriched Carnation Instant. 


WHY NOT try new Carnation 
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protective ‘‘boost’’ for 
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the rural doctor? In my opinion, the 
rural physician specializes in prac- 
ticing with the handicap brought 
about by a scarcity of materials and 
equipment. 


His patients live miles apart. 


The general practitioner usually 
enjoys all the equipment and per- 
sonnel necessary to conduct a highly 
scientific practice. This status of 
events is usually not enjoyed by the 
rural doctor who normally conducts 
his practice without adequate help 
from colleagues or technical and 
scientifically trained assistants. 

The general practitioner who re- 
sides in the more truly urban com- 
munity has adequate hospital facil- 
ities, a more centralized radius of 
population in which to conduct his 
practice. 


The rural physician, to the con- 
trary, must travel many miles when 
he makes his house calls. Although 
his communication systems have be- 
come modernized, he must still cope 
with those limits which time imposes. 


The general practitioner now has 
his own organization which fights 
valiantly for his rights and aims. 
Although the rural physician. can 
and often belongs to this great and 
important society, his own issues 
and problems are not brought up for 
consideration and their subsequent 
attainment; for his problems are not 
and cannot be similar to his urban 
general practitioner counterpart. 


Therefore, precious time elapses 
and nothing is done to ameliorate 
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his struggles and trials which he 
must face daily in his rural practice, 

The rural doctor is truly the medi. 
cal profession’s stepchild! No rural 
physician, no matter how great his 
ability happens to be, can cope with 
and satisfactorily handle medical 
problems in the country, especially 
when he does not possess those many 
important adjuncts which are needed 
so badly, particularly adequate 
laboratory and x-ray facilities. With 
concern about x-ray adjuncts, it 
takes a competently trained doctor 
to correctly read these x-ray plates. 
The rural physician does not usually 
have access to such service. 

From what I have been able to 
observe in my various jaunts and 
discussions with rural colleagues, | 
think that rural practice, in the 
main, certainly is not dwindling. On 
the contrary, it appears that many 
young and highly trained medical 
confreres are establishing their prac- 
tices in many rural areas. Further- 
more, many of these doctors have 
built small but well-equipped clinics. 
Many of these doctors have been 
able to merge their practices. This 
latter procedure makes it possible 
for them to secure adequate rest 
and relaxation. Furthermore, these 
doctors then are able to attend re- 
fresher courses in order to keep 
abreast with recent important ad- 
vances in medicine. 


Communication 


However, it has become apparent, 
in a very striking manner, that these 
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rural colleagues do not have facili- 
ties to meet and to discuss their 
mutual problems concerning rural 
practice. One has only to observe a 
rural physician who is treating a 
case of placenta praevia in some 
country home, devoid of such a mod- 
ern convenience as running water 
and electricity, to discover that rural 
therapy differs sharply from the type 
of treatment which is employed in a 
well-staffed urban hospital. It is 
amazing to witness the adequate re- 
sults which are attained by these 
rural doctors. 

This striking lack of a necessary 
form of communication between 
rural doctors is in need of immedi- 
ate rectification. 

Medical meetings do not devote 
time and the energies of their 
speakers’ to the solution of those 
many problems which are connected 
intimately and solely with rural 
practice. 

Nor is there one solitary textbook 
on this highly important and huge 
subject which might well discuss 
many rural matters at length. 

Nor does any known medical 
journal exist in which such similar 
subjects on rural practice are dis- 
cussed. 

Stepchildren of the medical pro- 
fession? 

One has only to review the count- 
less numbers of medical journals 


which are available and which cover 
every single specialty and it» sub. 
specialties. In spite of this plethora 
of medical journals with their « ount. 
less authors, the country doctors do 
not have one medical journal which 
describes rural practice adequately 
along with its countless and unique 
problems. 

It is my confirmed opinion there is 
a great demand for such a journal 
of rural practice for those many 
brave and tireless doctors who are 
solely responsible for the welfare of 
the countless numbers of people who 
reside in the rural areas throughout 
our great land. 

If such a publication were made 
available, it would do much to pro- 
duce a much needed interchange of 
ideas for the decided benefit of rv- 
ral practice and the many physicians 
who are engaged in such highly im- 
portant work. 

Let us trust that some responsible 
colleague or a group of rural phy- 
sicians will launch such a journal 
in the near future. 

If such a plan were to gain frui- 
tion, modern medicine might lose its 
only stepchild. 

The immediate result would be 
the establishment of rural practice 
and its practitioners in a role as 
equal partners in the evolution, and 
the continued advance and improve: 
ment of modern medicine. 
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will you 

help the mailman, 
your hospital 

and us? 


Is your address correct? ...do you want to continue receiv- 
ing RESIDENT PHYSICIAN? 

If this journal reaches you at the correct address, disregard 
this notice. On the other hand, very few mailing lists are 100% 
accurate. Residents, Interns and even Chiefs move, change 
hospital connections, etc. 

You can save Uncle Sam’s mailmen, your hospital and 
RESIDENT PHYSICIAN considerable expense, confusion and work 
if you will help us keep our circulation lists in good order. 

Will you please take a few seconds to fill out and mail the 
form below so that your monthly copy of RESIDENT PHYSICIAN 
reaches you promptly? 


MAIL TO: 


RESIDENT PHYSICIAN 
1447 Northern Blvd., Manhasset, L. I., New York 


Please print name . Please check one 


Hospital Name 


Specialty 
| expect to enter practice: month 


Former Hospital Address: 
Hospital Name 


November 1957, Vol. 3, No. 11 


uf 
fs 
A 
| ] | 
| 
__| 
Hospital Street Address ...............City ..............Zome ... State ...... 
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Government medical service 


WASHINGTON REPORT 


Current news items of special interest to residents 
and reserve medical officers, reported directly to 
your journal by the Army, Navy, Air Force, Veterans 
Administration and the Public Health Service 


Air Force 


RESERVE MEDICAL TRAINING 


The 27th presentation of the two- 
week medical military training pro- 
gram has been announced for Re- 
serve officers not on active duty. The 
course will be convened at the U. S. 
Naval Medical School, National 
Naval Medical Center, Bethesda, 
Maryland, in March 1958. It will 
feature instruction in the medical 
aspects of special weapons- and 
radioactive isotopes and is designed 
to meet the requirement for 14 
days active duty training for Re- 
serve personnel. 

Formerly offered twice a year, it 
is now presented on an annual basis. 
Attendance next March will be made 
up of representatives from each of 
the armed services and will include 
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100 Air Force Reserve officers. 

Officers interested and eligible for 
this course should make arrange- 
ments well in advance of the date of 
opening, since the demand for quar- 
ters and messing facilities is ex- 
pected to be greater next year. Ap- 
plications and requests for addi- 
tional information on the course 
should go through appropriate chan- 
nels to Headquarters, Continental 
Air Command, Mitchel Air Force 
Base, New York. 


POSTGRADUATE TRAINING... 
Many professional postgraduate 
courses, symposia and seminars are 
available to the Regular Air Force 
physician. The purpose of this con- 
tinuation training is to enable the 
Air Force physician to keep abreast 
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Four generations of physi- 
cians have turned to Aloe 
for aid and assistance 
when first opening their 
offices. Among the many 
helps we offer are: 


1. Equipment 

Check Lists: 

An item by item list of 
everything required to 
outfit your office. 


2. Office Planning 
Service: 

We will supply suggested 
layouts scaled to = to 
help you determine your 
exact needs. 


3. Tailored Payment 
Plans: 

We have 11 financing 
plans, one of which is sure 
to fit your needs. You can 
even buy equipment with- 
out a down payment. 


4. Location Service: 

We know of many ideal 
communities that would 
welcome an able young 
physician. We will advise 
our field force of your pref- 
erences, if you wish, so 
that you may benefit from 
this service. 


Send the coupon today for 
— details. No cost 
or obligation, of course. 


a. s. aloe company 
1831 Olive Street + St. Louis 3, Mo. 
14 fully stocked divisions coast to coast 


A. S. ALOE COMPANY 

1831 Olive St., St. Lovis 3, Mo. 

Please send complete details about your () Equip- 
ment Check lists; (1) Office Planning Service; 
0 Tailored Payment Plans; [) Location Service. 
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of the recent advances and to apply 
new techniques in clinical medicine. 

In order to insure that only the 
best training opportunities are uti- 
lized, provision is made for inter- 
ested career medical officers to at- 
tend courses, symposia and seminars 
conducted by the military medical 
services and those presented by the 
various civilian medical teaching fa- 
cilities and professional organiza- 
tions. 

Nearly 200 Air Force physicians 
attended professional postgraduate 
courses during the last fiscal year. 
For the current fiscal year approxi- 
mately 275 medical officers will be 
offered the opportunity to partici- 
pate in various professional pro- 
grams of this nature. Examples of 
the many postgraduate courses are: 

Trudeau School of Tuberculosis 

Armed Forces Obstetrical and 
Gynecological Seminar 

Kimbrough Urological Seminar 

Ophthalmic Pathology 

Annual Symposium on Pulmonary 
Diseases 

Surgery in Acute Trauma 

Psychiatry in Occupational Medi- 
cine 

Lancaster Course in Ophthalmol- 
ogy 

Present Concepts in Internal Med- 
icine 


Forensic Pathology 

Management of Mass Casuulties 

Professional continuation training 
in addition to the Air Force Medical 
Internship and Residency Training 
Program is designed to maintain 2 
well rounded, competent medical 
service providing the highest level of 
patient care in Air Force medical fa- 
cilities. 


RESERVE DUTY ORDERS... 
Effective 1 January 1958. the Air Re- 
serve Records Center, Denver. Colo- 
rado, will publish those orders which 
call Reserve Medical Corps officers 
to initial active duty. All assign- 
ments, however, will continue to be 
made by the Surgeon General. 
USAF, and assignment instructions 
forwarded to Air Reserve Records 
Center for issuance of active duty 
orders 


RESIDENCY APPLICATIONS... 

The Air Force has announced that 
applications for sponsored residency 
training beginning in July 1958 
must be submitted before 1 Decem- 
ber 1957. Physicians who have 
served on active duty for at least 
one year and have demonstrated the 
potential to develop in a specialty 
are given preference fer this train- 
ing. 


Army 


RESERVE INSTRUCTORS... 
Physicians are now entering U. S. 
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Army Reserve units in greater num- 
bers. The largest input into the 
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offi er ranks, since World War II 
(e,cept for the Korean interval), 
ha. occurred during the period 1 
Jar uary-30 June 1957. This influx is 
a r-cognition and a response on the 
pai! of doctors to the need for qual- 
ifie| instructors capable of provid- 
ing the Military Occupational Spe- 
cialty training to a large proportion 
of recent enlistees who receive only 
basic combat and medical indoctri- 
nation during the six months active 
duty for training authorized by law. 

Since most of the training of x- 
ray, laboratory, operating room, elec- 
tro-encephalographic, electrocardio- 
graphic, orthopedic, dental, medical 


and surgical specialists, must be 
done during the “armory” training 
phase, and is usually provided in 


- adjacent military, civilian or Veter- 


ans Administration hospitals, these 
new officers are assisting in reduc- 
ing the heavy load on the medical 
support and particularly the hos- 
pital type units of the Army Reserve 
and National Guard. 


THORACIC ... residency 
program in thoracic surgery at Let- 
terman Army Hospital has been ap- 
proved by the American Medical 
Association for two years of train- 
ing. 


"You're the first proctologist I've met . . . Say something proctological.” 
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Licensure for 


Foreign Graduates 


In Nebraska, New Hampshire, New 


Jersey, New Mexico, North Carolina, 
North Dakota and Ohio 


NEBRASKA 


The State of Nebraska requires 
that a foreign graduate, to be eligi- 
ble to take the medical license ex- 
amination: 

@ Be a full citizen of the United 
States. 

@ Be a graduate of an accredited 
medical college. (The Nebraska 
Board has not been inclined to ac- 
credit any foreign medical college 
unless prior proof of the accredtita- 
tion by the AMA is obtained). 

@ No special requirements for reci- 
procity are required of foreign 
graduates which do not also apply to 
American graduates. 

For further information write to: 
Mr. Husted K. Watson, Director, 
Lincoln 9, Nebraska. 

State Capitol Building, Room 1009, 


174 


NEW HAMPSHIRE 


To be able to take the medical 
license examination of the State of 
New Hampshire, a foreign graduate 
must: 

©@ Have first citizenship papers. 

©@ Graduate from a foreign medi- 
cal school approved by the State of 
New Hampshire. 

@ Serve at least one year in intern- 
ship or residency in a hospital ap- 
proved by the AMA. 

New Hampshire usually endorses 
the written: examination of another 
state if the State Licensing Board ap- 
proves of the medical school of grad- 
uation. 

For further information write to: 
Dr. John S. Wheeler, Secretary, 107 
State House, Concord, New Hamp- 
shire. 
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NEW JERSEY 


Tne New Jersey Board of Medical 
Examiners requires that an applicant 
for a medical license: 

® Have full U. S. citizenship. 

© Have a certificate from the 
Commissioner of Education showing 
that he had, prior to beginning the 
first year of medical study, the pre- 
liminary study required by New 
Jersey Law. 

® Graduate from a medical school 
approved by the Board, and have 
completed at least one year of an 
approved internship in the U. S. 


American hospitals approved by the 
Board. 

Foreign graduates are given re- 
‘ciprocity if they meet the above re- 
quirements. 

For further information write to: 
Dr. Patrick H. Corrigan, Secretary, 
28 West State Street, Trenton, New 
Jersey. 


NEW MEXICO 


Present regulations of the New 
Mexico Board of Medical Examiners, 
concerning the licensing of physi- 
cians who are graduates of foreign 
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by the Association of American 
Me: ical Colleges as being equivalent 
to . grade “A” American or Can- 
adian school are considered eligible. 

e Graduates of foreign medical 
schuols not yet classified by the As- 
sociition of American Medical Col- 
leges will be considered eligible only 
if they possess a diploma from the 
National Board of Medical Examin- 
ers or a certificate from one of the 
American Specialty Boards. 

For further information write to: 
Dr. R. C. Derbyshire, Secretary, 227 
East Palace Avenue, Santa Fe, New 
Mexico. 


NORTH CAROLINA 


North Carolina requires an ap- 
plicant for a medical license to be 
a full citizen of the U. S. 

North Carolina recognizes the list 
of approved foreign medical schools 
published by the Council on Medical 
Education of the American Medical 
Association. 
from  nonapproved 
medical schools are not eligible for 
medical license in North Carolina. 

For further information write to: 
Dr. Joseph J. Combs, Secretary, 
716 Professional Building, Raleigh, 
North Carolina. ’ 


Physicians 


NORTH DAKOTA 


In order to be eligible to take the 
medical license examination in North 
Dakota, a foreign graduate must: 

* Have full citizenship papers. 

e Take an examination at the 
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Give your patient that extra lift 
with “Beminal” Forte when high 
vitamin B and C levels are required. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
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University of North Dakota in con- 
versational English and the basic 
medical sciences as required of sec- 
ond year medical students. 

© Have one year of approved U. S. 
hospital experience. 

North Dakota does not have an 
approved list of medical schools, and 
does not offer reciprocity to gradu- 
ates of foreign medical schools. 

For further information write to: 
Dr. C. J. Glaspel, Secretary, Graf- 
ton, North Dakota. 


® Graduate from a foreign medi- 
cal school rated as acceptalile by 
the AMA. 

Graduates of schools not rated as 
acceptable by the AMA must have 
a review of all credentials and two 
years of hospital training in ap- 
proved teaching hospitals in the 
U. S. with recommendation of hos- 
pital authorities that services were 
well performed. 

Ohio extends endorsement to grad- 
uates of foreign medical schools 


DUODENAL ULCER 


listed by the AMA as acceptable. : 
OHIO Endorsement is always at the dis- 

To take its medical license ex- cretion of the Board. For further H. ; 
amination, the State of Ohio requires information write to: Dr. H. M. Plat- land. j 
that a foreign graduate: ter, Secretary, 21 West Broad Street, Univers 

© Be a full citizen of the U. S. Columbus 15, Ohio. 
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Doctor’s Name? 


By Victor Jablokow, M.D. 


H. was born in Dalquhurn, Scot- 
land, in 1721. He studied at the 
University of Glasgow and in 1736 
was apprenticed to a surgeon in that 
city. 

At the age of 18 he crossed the 
border with the proud idea of con- 
quering England with his first lit- 
erary work “The Regicide.” The 
failure of this tragic play became 
a stock grievance of his life. He 
would have starved had he not ob- 
tained a position as surgeon’s mate 
on H.M.S. Cumberland where he 
served during the whole of the siege 
of Cartagena in 1741. 


On his return he began to practice 
in London, but had little success, 
and soon turned his attention to 
writing fiction. 

In his first novel “Roderic Ran- 
dom” (1748) he described the life 
of sailors so vividly that Scott wrote 
bf him: “Everyone who has written 
ibout the navy since seems to have 
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Folder. 


“More loads 


per day in less time!” 


The 999 double shell gives you 
standby steam reserve for instant use 


There’s hardly any waiting ng for st steam 
build-up with Castle’ $s new super-fast 
999 Autoclave. 

Turn it on in the morning and it will 
automatically maintain a full reserve 
supply of steam in the jacket for day- 
long readiness. No waiting . . . no 
watching. 

Then, whenever you want to sterilize, 
one turn of the single dial control handle 
and temperature starts building instantly 
in the chamber. You get more loads per 
day in less time. 

But speed isn’t all the 999 has to offer. 
It’s convenient too with a full 9 x 16-inch 
chamber, bulk supply rack, two over- 
size trays; one 8% x 15”. Everything 

oes in... with room to spare. Exclusive 
atures include a visible water-level 
gauge, and reversible door swing for left 
or right opening. 

The most beautiful autoclave yet, 
with all valves and mechanical parts 
enclosed in a hand- — 
some, enameled cabi- : 
net...with achoice_ | 
of Coral, Jade Green, eet i 
or Silvertone decora- 
tor shades. 


Ask your dealer for a 
demonstration, or write 


LIGHTS @ 


CarstLe— sreritizers 


WILMOT CASTLE COMPANY 
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copied more from him than from 
nature.” 

For several years he tried to com- 
bine his literary career with his 
medical work. 

In June 1750 he obtained the de- 
gree of Doctor of Medicine at Aber- 
deen. 

After a visit to Paris in 1751, he 
published his second novel, “The 
Adventures of Peregrine Pickle,” 
which became a tremendous success 
both in England and France. 

His third novel, “Ferdinand Count 
Fathom,” appeared in 1753. By that 
time he had abandoned medicine. 

In addition to writing fiction he 
did various other kinds of literary 
work. He edited “Don Quixote,” 
“History of England” and a seven 
volume compendium of “Voyages.” 
He also had an important share 
in the revision of Smellie’s “Mid- 
wifery,” the standard text of that 
time. In 1758 he projected and partly 
wrote a vast Universal History and 
in 1762 edited a periodical called 
“The Briton.” In April of the fol- 
lowing year he went abroad to re- 
pair his failing health. 

In 1769 he went back to Italy 
and settled near Leghorn where he 
wrote his last novel “Humphry 
Clinker.” He died at Leghorn on 
September 17, 1771, and was buried 
there in the Old English Cemetery. 

His powers of observation and 
brilliancy of description have rarely 
been equaled in English fiction. 

Can you name this doctor? An- 
swer on page 194, 


SUPERIOw 
TOLERANCE 
“Of the 75 patients receiving 
iron [MOL-IRON} therapy, 


{only} one was forced to stop 
treatment...” 


(Am. J. Obst. & Gynec. 62.947, 
Nov. 1951) 


OUTSTANDING 
EFFECTIVENESS 
“We have never had other 
iron salts so efficacious . . .” 
(Am. J. Obst. & Gynec. 57:541, 

Mar. 1949) 


RAPID 
RESPONSE 
.. produced a substantially 
more rapid therapeutic re- 
sponse than ferrous sulfate...” 


(Bull. Margaret Hague Mat. Hosp. 
1:68, Sept. 1948) 


these are the hallmarks of 


(Molybdenized Ferrous Sulfate) 


and it costs no more 
than ordinary 
iron preparations 


The outstanding therapeutic 
advantages of Mol-Iron have 
been established by more 
published clinical reports!’ 
during the past ten years, 
than are available for any 
other iron preparation. 


Complete bibliography available 
request. 
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there is a specific 


(MOLYBDENIZED FERROUS SULFATE) 


preparation 
to fit each patient’s need 


For simple iron-deficiency anemia— 


MOL-IRON TABLETS/LIQUID 


bottles of 100 bottles of 12 fl. oz. 


| Each tablet or teaspoonful of liquid contains ferrous sulfate, 195 mg. (3 gr.), 
and molybdenum oxide, 3 mg. 


DOSAGE: Adults —2 tablets or 2 teaspoonfuls of liquid t.i.d.; children— 
1 tablet t.i.d. or 42 to 1 teaspoonful t.i.d. 


For protection against iron deficiency during infancy— 


MOL-IRON DROPS: weil tolerated, highly palatable 


bottles of 15 cc. and 50 cc. with calibrated dropper 
Each cc. contains 125 mg. (2 gr.) ferrous sulfate and 2 mg. molybdenum oxide. 


DOSAGE: Children up to 6 years—0.3 cc.; over 6 years—0.6 cc. daily. 


For iron-deficiency anemias complicated by impaired absorption of iron— 


MOL-IRON c VIT. C TABLETS 


bottles of 100 
Each tablet equals one Mol-Iron tablet plus 75 mg. ascorbic acid. 


DOSAGE: As required —1 or 2 tablets t.i.d. 


For best results — 
choose the right iron 


White Laboratories, Inc., Kenilworth, New Jersey 
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1. In primary atypical (presumably 
viral) pneumonia the one of the 
following blood findings that is 
common is: (A) leucocytosis; (B) 
agglutination of sheep’s red cells by 
the patient’s blood serum; (C) cold 
agglutinins in the serum; (D) sec- 
ondary anemia. 


2. In simple acute tuberculous pleu- 
risy with effusion, the one of the 
following findings which is charac- 
teristic upon physical examination 
is: (A) bronchophony; (B) increase 
of vocal fremitus; (C) egophony; 
(D) succussion splash. 


3. In a patient who has retrosternal 
pain and is found to have acute 
swelling with crepitus of the soft tis- 
sues above the clavicle, the one of 
the following which is the probable 
diagnosis is: (A) retropharyngeal 
abscess; (B) rupture of the pericar- 
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Questions are from a civil service 
examination given to candidutes jo 
physician appointments in municipal 
government. 


Answers on page 188. 


dium; (C) mediastinal emphysema: 
(D) ruptured gastric ulcer. 


4. In acute diaphragmatic pleurisy 
involving the central part of the 
diaphragm, the patient is likely \ 
complain of pain in: (A) neck an 
shoulder; (B) lateral part of the 
chest between the third and sixt! 
ribs; (C) center of the chest be 
tween the second and fifth ribs; (D) 
interscapular region. 


5. In acute tuberculous lobar pneu 
monia the finding which is typica 
is: (A) blood leucocytes below 
4,000; (B) blood leucocytes betwee 
4,000 and 10,000; (C) blood leu 
cocytes between 10,000 and 20,000; 
(D) blood leucocytes above 20,000 


6. The one of the following disease 
involving the joints, of which su 
cutaneous nodules are characteristic 
is: (A) gonorrheal arthritis; (B) 
osteoarthritis; (C) rheumatic fever: 


(D) tubercular arthritis. 
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effective, selective therapy 


for functional and organic disorders 


CANTIL relieves pain, cramps, bloating... 
curbs diarrhea...restores normal tone and 
motility. Selective action focused on the colon 
avoids widespread interference with normal 
autonomic function...minimizes urinary re- 
tention, mouth dryness, blurring of vision. 


HOW CANTIL IS PRESCRIBED One or two tablets 
three times a day preferably with meals, and one or 
two tablets at bedtime for patients with ulcerative 
colitis, irritable colon, mucous colitis, spastic colitis, 
diverticulitis, diverticulosis, rectospasm, diarrhea fol- 
lowing G.I. surgery, bacillary and parasitic disorders, 


CANTIL—TWO FORMS CANTIL (plain)—25 mg. of 
CANTIL in each scored tablet—bottles of 100. CANTIL 
with Phenobarbital—25 mg. of CANTIL and 16 mg. 
of phenobarbital (warning: may be habit forming) 
in each scored tablet—bottles of 100. 


CANTIL is the only brand of N-methyl-3-piperidyl- 
diphenylglycolate methobromide. 


For more detailed information, request Brochure 
No. NDA 16, Lakeside Laboratories, Milwaukee 1, 


Wisconsin, 
LAKESIDE 
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Good 


records are 
Fasy to keep! 


THE DAILY LOG js designed 
specifically for the medical profession—a 
thoroughly ORGANIZED and UP-TO- 
DATE system preferred by thousands of 
physicians since 1927. 


GIVES FACTS for management 


—for tax returns. Professional and per- 
sonal figures kept separate. No book- 
keeping knowledge required. Whether 
you do your own bookkeeping, or the 
work is done by an assistant, the Daily 
Log is SIMPLE and EASY to use. 


FULLY DATED with month, 


date and day printed on each Daily 
Page. 


LOOSELEAF forms bound in 


dated, attractively embossed screw-post 
binder. Handsome 7-ring, flat-opening 
binder also available to hold forms from 
“post-bound” editions. Return forms to 
original post-binder for safe, accessible 
storage at end of year. ° 


PRICES: Regular Edition—one 36 
line page a day, one volume, dated for 
calendar year 1958—$7.75. Double Log 

ition—two facing pages of 36. lines 
for each day, two volumes, dated for 
calendar year 1958—$13.50. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


COLWELL PUBLISHING CO. 


271 UNIVERSITY AVE. CHAMPAIGN, ILL. 


7. A 26 year old male ha- com. 
plained for the past three weeks of 
epigastric pain two to threv hours 
after meals. He is relieved of pain 
by food and alkalis but has pain 
during the night. For the past week 
he has been vomiting, chiefly a 
night. Gastrointestinal x-ray series 
reveal a small ulcer niche at the 
pylorus with considerable five-hour 
and some twenty-four hour gastric 
retention. The preferred _ initial 
treatment is a: (A) _ transthoracic 
vagotomy; (B) posterior gastro- 
enterostomy; (C) gastric resection 
and gastro-jejunostomy; (D) medi- 
cal regimen consisting of decom. 
pression of stomach at night and a 
modified form of “stenosis diet.” 


8. A suspected obstructing lesion of 
the descending colon is best visual- 
ized by: (A) plain prone film of the 
abdomen; (B) a gastrointestinal 
series; (C) sigmoidoscopy; (D) 
barium enema. 


9. In a gastrointestinal x-ray serie: 
an enlargement of the duodenal 
sweep with displacement downward 
and to the right is often significant 

(A) anomalous position of the 
stomach; (B) tumor of head of pan- 
creas; (C) partial obstruction of 
jejunum; (D) enlargement of the 
left lobe of the liver. 


10. Radioactive phosphorus has been 
found useful in the treatment of cer- 
tain diseases. The one of the follow: 
ing diseases in which it is of no us 
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for the first few days of life 


VI-PENTA #1 


provides K, E, and C, the vita- 
mins needed particularly by 
prematures and newborns. 


for infants and young children 


par VI-PENTA #2 


provides vitamins A, D, C, 
and E, essential for normal 
development. 


for all ages 


VI-PENTA #3 


provides A, D, C, and 5 B-com- 
plex vitamins for the greater 
nutritional demands of the 
growing years. 


IFOR 
PROGRESSIVE 
VITAMIN THERAPY 


Roce Laporatories * Divisionof Hoffmann-La Roche Inc. « Nutley 10,N.J. 


follow- 


November 1957, Vol. 3, No. 11 


com- 
rage 
hours 
pain 
week 
ay 
series 
at the 
e-hour 
zastric 
initial 
i 
medi- 
lecom- 
and a 
sion of 3 
of the 
(D) 
odenal 
mward 
ificant 
of th 
of pan 
ion 0 
of th 
is beer 
of ce | 
00 
y 185 


is: (A) acute myelogenous leuke- 
mia; (B) chronic myelogenous leu- 
kemia; (C) chronic lymphatic leu- 
kemia; (D) polycythemia vera. 


11. BAL (British Anti-Lewisite) is 
used to counteract the toxic effects 
of: (A) atropine; (B) mercury; 
(C) morphine; (D) barbiturates. 


12. A 57 year old patient presents 
the following symptoms: for several 
months he had noticed weakness, 
sore tongue, acroparesthesia and 
diarrhea. Examination reveals pal- 
lor, absence of position and vibra- 
tion sensation in the feet and an 


atrophic tongue. Blood count shows 
a macrocytic anemia. The one of 
the following which will cause the 
best response of reticulocytosis js: 
(A) folic acid 20 mgm daily; (B) 
ferrous sulphate 2 gm daily: (C) 
thiamin chloride 100 mgm daily; 
(D) transfusion of whole blood 500 
ce daily. 


13. Charcot triad consists of: (A) 


nystagmus, scanning speech, inten- 
(B) dysarthria, dys. 
phagia, acroparesthesias; (C) para. 
plegia, vesical difficulty, amblyopia; 
(D) pain, temperature dissociation, 


tio ntremor; 


weakness, hyperactive reflexes. 


For most effective and convenient therapy and continuing prophylaxis, use 


Desenex as follows: 


At NIGHT the Ointment (zincundecate)—1 oz. thes and 1 |b. jars. 
During the DAY the Powder (zincundecate)—1¥ oz. and 1 Ib. containers. 
After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 


1 pt. bottles. Use only when skin is unbroken. 
In otomycosis Desenex solution or ointment 


Write for free sample supply to Professional Service Department. 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 
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14. A patient has a history of hay 
fev -r beginning each year about Au- 
gust 15th. Skin tests show he is 
equally sensitive to giant ragweed, 
oat. pollen, timothy. A course of 
treatment is planned with antigens. 
The one of the following courses 
which is most accepted is a course 
of: (A) ragweed alone; (B) oak 
alone; (C) timothy alone; (D) the 
three in combination. 


15. The one of the following find- 
ings which would most likely be 
associated with chronic alcoholism 
is: (A) bilateral wrist drop; (B) 
bilateral foot drop; (C) a combina- 
tion of A and B; (D) unilateral foot 
drop. 


16. The average duration of action 
of a dose of protamine zinc insulin 
is: (A) one-half hour to one hour; 
(B) four to six hours; (C) twenty 
to twenty-four hours; (D) twelve to 
sixteen hours. 


17. The majority of cases of obesity 
in adults are due to: (A) overeating 
(exogenous) as to total caloric 
needs; (B) thyroid deficiency; (C) 
pituitary deficiency; (D) excess 
carbohydrate ingestion without ex- 
cessive caloric intake. 


18. Death of patients with essential 
hypertension is most frequently 
caused by disease of the: (A) heart; 
(B) brain; (C) kidneys; (D) lungs. 
19. The 


congenital defect with 
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in any urinary tract disorder 
Pyridiunt is the specific for 
fast relief of pain, urgency, 
frequency and burning 


‘Pyridium 


WARNER-CHILECOTT 


Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 

Dosage: 2 tablets before each meal. 


Supplied : Bottles of 12, 50, 500 and 1,000. 
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which diastolic hypertension is most 
frequently associated is: (A) per- 
sistent ductus arteriosus; (B) pul- 
monary stenosis; (C) coarctation of 
the aorta; (D) ventricular septal 
defect. 


20. A uretrocele is formed as a re- 
sult of a: (A) diverticulum of the 
wall of the ureter; (B) prolapse of 
the vesical end of the ureter into 
the bladder; (C) tumor of the 
ureter; (D) cystic formation of the 
ureteral wall of the mid-portion of 
the ureter. 


21. Hematuria is typically present 
in: (A) bichloride of mercury in- 
jury to the kidneys; (B) acute dif- 


(C) 


fuse glomerulonephritis; 
emia of pregnancy; (D) acute pye- 
lonephritis. 


22. A deep cut through the tricepn 
muscle was followed by inability to 
extend the hand and fingers. This 
disability was due to: (A) radial 
nerve injury; (B) musculocutaneous 
nerve injury; (C) triceps muscle 
paralysis; (D) radial artery vaso- 
spasm. 


“MEDIQUIZ ANSWERS” 


1(C), 2(C), 3(C), 4(A), 5(C), 
6(C), 7(D), 8(D), 9(B), 10(A), 


11(B), 12(A), 13(A),  14(A), 
15(B), 16(C), 17(A), 18(A), 
19(C, 20(B), 21(B), 22(A). 


when anxiety and tension “erupts” in the G. I. tract... 


IN ILEITIS 


PATHIBAMATE 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
..with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 


habituation . 


Meprobamate with PATHILON® Lederle 


and high ellectivences in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 
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Supplied: Bottles of 100, 1,000. 


© Registered Trademark for Tridihexethyl lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


Resident Physician 


. helps control 


Comb 
“emoti 
habitus 
and hi 
Dosage 


Nove 


a 
D 
-- 
IN. EF 
ch 
n 
GENE 
$4.50 
os 
One 
geri 
Cou 
10 R 
office 
garac 
by 
parki 
{own 
N. Y 
whe 
| al 


tox- 
pye- 


cepn 
iv to 
This 
adial 
eous 
uscle 
vaso- 


s control 
Zover oF 
toxicity 


NEW YORK 


sician 


NEW JERSEY—FOR SALE—45 years general 


practice with books, instruments and office 
RESIDENTS. WANTED furniture. Adolph Fiachs, M.D., 32 Walnut 
- Street, Newark 2, New Jersey. 


IN. ERNAL MEDICINE—Approved Fellowship; 
eginning stipend $225. Dr. E. H. Leveroos, 
chsner Foundation Hospital, 1516 Jeffer- 


. 


n Highway, New Orleans 21, Louisiana. FOR SALE—BY OWNER: Large Rambler 483! 
Silver Hill Road, Suitland, Maryland; suit- 
GENERAL RESIDENT TRAINING PROGRAM— able for home offices: fireproof steel and 
$50 monthly stipend. One or two years. concrete construction; over 1,000 square 
Hospital accredited, Training approved. feet recreation room convertible to offices: 
One hundred beds, active; no tubercular, no must be seen to appreciate possibilities: 
ceriatrics. Write Medical Director, Tulare owner on premises 4:30 until dark, week- 
County Hospital, Tulare, California, rm all day Saturday and Sunday, no ‘'For 
sign. 


HOMES AND OFFICES FOR SALE 


10 ROOM HOUSE for sale, Northport, HOMES AND OFFICES FOR RENT 
L. N. Ideal for Doctor as home- 

office combination. Newly renovated; 

2'/. baths; ultra modern kitchen; 2 car 

garage; oil hot water heat. Surrounded FOR RENT—Cranford, New Jersey: 3 office 


suites in new medical-surgical building; op- 
by beautiful trees on Ya acre. Ample portunity for ENT, Pediatrician, Obstetri- 
parking. Write Abraham Weingarten cian; growing wealthy metropolitan com- 


(owner), 74-58 260th Street, Floral Park, munity; hospital facilities available. Call or 


write: Dr. Neil Castaldo, Medical-Sur = 
N. Y. or call Fleldstone 7-4120, 6 to 8 Building, 214 Walnut fem. Crestord, 


M. Jersey, Br 6- 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 
and irritable colon 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer... helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 
habituation... with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment 5 many G.I. disorders. 

Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


Trademark © Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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WHAT’S THE DOCTOR’S NAME? 
(from page 179) 


Tosias GEORGE SMOLLETT 


RESIDENT RELAXER 
(puzzle on page 21) 


ule 
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VIEWBOX DIAGNOSIS 
(from page 17) 
Tumor of Kidney 


Note enlargement of left kid- 
ney with a large mass distend- 
ing and destroying the collect- 
ing system. 
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